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Letters  to  the  Editor 


^ 


Expectant  Management  of 
Prostate  Cancer — The  Author  Replies 
To  the  Editor: 

I  appreciate  the  comments  by  Drs.  Anscher  and  Lucey 
[NC  Med  J  1 999;60:3 1 3-4]  regarding  my  recent  article  on  the 
expectant  management  of  prostate  cancer  [NC  Med  J 
1 999;60:26 1  -7] .  PSA  screening  has  produced  enormous  con- 
troversy in  the  medical  as  well  as  the  lay  community.  We 
have  seen  a  drop  in  the  number  of  prostate  cancers  treated 
each  year  since  1 992,  as  well  as  an  increase  in  the  percentage 
of  organ-confined  tumors,  probably  from  aggressive  prostate 
cancer  screening  efforts.  Attempts  have  been  made  to  en- 
hance PSA  testing  by  using  PSA  velocity,  PSA  density,  age- 
adjusted  PSA  levels,  as  well  as  the  ratio  of  free  to  total  PSA. 
Many  investigators  have  demonstrated  that  there  is  approxi- 
mately a  33%  chance  of  detecting  prostate  cancer  on  biopsy 
in  men  older  than  50  years  who  have  a  PSA  greater  than  4.0. 
A  positive  predictive  value  of  30-33%  for  PSA  screening  is 
higher  than  that  for  detecting  breast  cancer  by  mammography 
(7-17%). 

Secondly,  Albertsenetalreported[JAMA1998;280:975- 
80]  a  correlation  between  the  Gleason  grade  of  the  cancer  and 
death  from  prostate  cancer  over  1 5  years  of  follow-up.  Death 
occurred  in  only  4-7%  of  men  with  well-differentiated  can- 
cers of  the  prostate  (Gleason  grades  2-4).  Epstein  et  al 
[JAMA  1994;271:368-74]  examined  the  relationship  be- 
tween tumor  volume  and  the  risk  of  disease  progression. 
They  concluded  that  patients  with  tumor  volume  greater  than 
0.2  cc,  whose  Gleason  grade  was  greater  than  5,  were  at  risk 
for  cancer  death.  The  American  Cancer  Society  National 
Prostate  Cancer  Detection  Program  evaluated  the  screenings 
of  over  6,000  men  and  found  that  over  90%  of  those  men  with 
tumor  volume  of  >0.5  cc  and  Gleason  grade  >5  had  clinically 
significant  cancers. 

As  Dr.  Lucey  pointed  out,  up  to  two-thirds  of  clinically 
confined  tumors  are  understaged,  and,  in  up  to  60%  of  cases, 
radical  prostatectomy  leaves  tumor  behind.  Higher  PSA 
levels  and  higher  clinical  tumor  stage  and  grade  correlate 
with  higher  pathological  stage,  but  no  prognostic  variable  can 
be  applied  independently  and  individually  to  predict  patho- 


logical stage  [J  Urol  1993;149:110-4]. 

Two  trials  are  currently  under  way  looking  specifically 
at  reducing  prostate  cancer  mortality  and  screening:  the  NCI- 
sponsored  PLCO  trial  and  the  European  Cancer  Program. 
Together  they  will  enroll  over  125,000  patients.  Unfortu- 
nately, the  results  will  not  be  available  for  another  decade. 

Andrew  S.  Griffin,  MD 

2932  Lyndhurst  Avenue 

Winston-Salem,  NC  27103 


Do  Growth  Hormones  Retard  Aging? 
Hopeful  Patients  Want  to  Find  Out 
To  the  Editor: 

I  was  interested  to  read  Dr.  Jayaraj's  article  regarding 
giving  hormones  to  the  healthy  elderly  [NC  Med  J 
1999;60:340-5].  Recently  an  84-year-old  patient  with  mod- 
erate degenerative  arthritis,  in  otherwise  good  health,  asked 
me  to  prescribe  growth  hormone  for  her  to  control  and 
potentially  reverse  the  aging  process.  I  was  initially  taken 
aback  by  the  request  and  didn't  know  how  to  respond.  She 
showed  me  a  book  she  had  read  [Jamieson  J,  Dorman  LE. 
Growth  Hormone:  Reversing  Human  Aging  Naturally:  the 
Methuselah  Factor].  I  borrowed  the  book  and  asked  her  to 
come  back  when  I'd  read  it.  The  book  refers  to  the  studies 
mentioned  by  Dr.  Jayaraj,  as  well  as  several  others.  However, 
through  the  use  of  testimonials,  it  hypes  and  extrapolates  the 
results  beyond  what  the  studies  actually  showed. 

When  the  patient  returned  two  weeks  later  she  told  me 
that  she  had  found  an  Internet  site  selling  growth  hormone 
tablets  without  a  prescription.  I  told  her  that  I  did  not  feel 
comfortable  prescribing  growth  honnone  but  that  if  she 
decided  to  take  the  hormone  on  her  own  I  agreed  to  follow  her 
with  basic  laboratory  data  and  office  visits,  in  a  "N  of  One" 
experiment.  I  am  very  skeptical  that  she  will  have  any  benefit. 

One  of  my  endocrine  colleagues  advised  me  that  the 
tablets  she  would  be  taking  were  probably  L-arginine,  which 
would  release  endogenous  growth  hormone,  because  growth 
hormone  is  a  protein  which  would  be  digested  if  taken  orally. 
He  suggests  that  I  measure  insulin-like  growth  factor  in  about 
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two  months,  to  see  if  this  reflects  a  change  in  growth  hor- 
mone. He  does  not  expect  any  evidence  of  change.  Any 
subjective  improvements  in  the  patient's  condition  would  be 
a  placebo  effect  under  these  circumstances. 

I  was  surprised  that  one  of  my  elderly  patients  would  ask 
me  for  growth  hormone  to  retard  the  aging  process.  Dr. 
Jayaraj's  article  was  timely  and  has  helped  me  deal  with  this 
situation  in  my  own  practice.  I  wonder  if  there  are  other 
physicians  in  the  state  who  have  had  requests  for  growth 
hormone  from  their  elderly  patients. 

Robert  C.  Turner,  MD,  FACP 

Physicians  East 

4796  Old  Tar  Road 

Winterville,  NC  28590 

Attitude  is  Primary 
To  the  Editor: 

I  would  like  to  commend  Dr.  Neelon  for  his  commen- 
tary, "Primary  Care  Providers:  The  View  from  Where  I 
Stand"  [NC  Med  J  1999:60:211].  As  a  general  practitioner/ 
family  physician/primary  care  provider  for  over  50  years  in 
North  Carolina,  I  heartily  concur  with  Dr.  Neelon's  opinion 
that  attitude  is  a  real  defining  characteristic  of  competent 
primary  care  physicians  and  is  much  more  important  than 
what  their  formal  training  might  have  been. 

Many — probably  most — primary  care  providers  of  my 
generation  had  a  rotating  internship  of  two  years  or  less 
before  beginning  practice;  they  are  basically  self-trained, 
"on-the-job"  learners  who  have  mastered  a  multitude  of 
currently  available  procedures. 

It  is  my  genuine  hope  that  we  will  not  lose  the  opportu- 
nity for  any  physician  with  an  appropriate  "primary  care 
attitude"  to  perform  these  services  for  his  or  her  patients. 

R.  H.  Shackleford,  MD 
238  Smith  Chapel  Road 
Mount  Olive,  NC  28365 


We've  Got  Mail 

To  the  Editor: 

I  am  a  writer  and  journalist  based  in  London.  I  am  doing 
research  for  a  popular  history  of  science  book  about  medicine 
and  premature  babies  and  am  interested  in  information  about 
the  changes  in  new-bom  intensive  care  over  the  last  half 
century.  I'd  be  most  grateful  if  you  could  help  me  get  hold  of 
a  copy  of  an  article  by  RS  McGee  on  the  use  of  pulmonary 
surfactant  to  treat  respiratory  distress  syndrome  in  neonates 
[NC  Med  J  1993;54:447-5 1].  Geographically,  my  book  will 
range  far  and  wide,  and  a  fair  proportion  of  it  will  focus  on  the 
North  American  experience.  I  would  welcome  hearing  from 
your  readers  with  anecdotes  or  reminiscences  about  the 
evolution  of  newborn  intensive  care. 

Christopher  Hadley 
iceberg.nonfiction@virsin.net 


To  the  Editor: 

1  am  a  PhD  student  in  Environmental  Science  and  Public 
Policy  at  George  Mason  University.  I  am  doing  a  short  class 
paper  on  toxic  dinoflagellates  and  found  your  article  on 
pfiesteria  in  North  Carolina  [NC  Med  J  1998;59:216-20] 
very  useful.  Thank  you  for  your  assistance.  Very  nice  web 
site! 

Jorg  Huckabee 
eenkriek@tidalwave.net 

To  the  Editor: 

I  would  like  to  know  how  I  can  get  a  copy  of  the  article 
regarding  the  health  hazards  of  pepper  spray  [NC  Med  J 
1999;60:268-74].  I  am  an  attorney  in  Florida  and  1  found  out 
about  the  article  on  the  web.  I  would  really  like  to  read  the 
article  as  it  could  apply  to  a  case  I  am  handling  regarding 
pepper  spray.  Thanks  for  your  help. 

Charlie  Vanture 
CVlaw@aol.com 

To  the  Editor: 

I  will  be  grateful  if  you  could  kindly  send  me  a  sample 
copy  of  your  Journal,  if  available.  Thank  you. 

Dr.  K.  Moi 

15-12-4,  Danau  Impian  Condo 

Jalan  3/109F,  Taman  Danau  Desa 

58100  Kuala  Lumpur 

Malaysia 

To  the  Editor: 

I  am  presenting  rounds  next  week  on  intimate  partner 
violence  .  On  Medline,  I  came  across  an  interesting  article 
from  your  journal.  Working  with  the  spouse  abuser  [N  C  Med 
J  1997:58:324-5].  Our  library  will  not  be  able  to  get  the  article 
in  time.  Is  there  any  way  it  could  be  emailed  to  me?  I  realize 
that  this  is  a  'long  shot'  and  will  understand  if  the  request 
is  felt  to  be  unreasonable. 

Sam  Campbell,  MD 
EMSGC@qe2-hsc.ns.ca 

The  Editor  Replies: 

With  our  new  online  edition  later  this  year,  we  hope  to 
have  comprehensive  electronic  archives  so  that  all  back 
articles  will  be  available  for  down-loading  or  email.  Until 
then,  we  don't  mind  faxing  requested  articles  from  time  to 
time.  We  like  to  get  the  Journal  in  as  many  hands  as  possible ! 

NC  Med  J  Delivers 

To  the  Editor: 

I  wanted  to  let  you  know  how  much  I  enjoyed  Dr. 
Meymandi's  recent  article  in  the  Journal  [NC  Med  J 
1 999:60:320-1  ].  Such  insight  into  today's  plight  of  medicine! 
His  solution  to  the  problem  is  indeed  simple  and  forthright. 
May  we  all  have  the  courage  to  act.  , 
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Keep  up  the  good  work  with  the  Journal.  It  is  a  most 
interesting  and  informative  magazine  for  the  medical  profes- 
sion. 

H.  Raymond  Madry,  Jr.,  MD 
madry2 1 05  @  webtv.net 

To  the  Editor: 

I  wish  to  congratulate  Drs.  Willson  and  Meymandi  on 
their  articles  [NC  Med  J  1 999:60:3 19-21.1  hope  they  are  not 
too  optimistic  about  intluencing  change.  Note  that  the  health 
care  industry  includes  drug  companies,  hospital  suppliers, 
equipment  manufacturers — all  with  a  vested  interest  in  the 
bottom  line.  HMOs  have  just  taken  a  minor  hit  but  will  go 
down  raising  prices  to  meet  profit  expectations.  Nevertheless 
the  authors  should  be  recognized  for  speaking  up  for  what 
medicine  was  and  should  be.  As  I  always  taught,  the  patient 
comes  first. 

Eugene  Furth,  MD 
eugenefurth  @  hot.mail.com 

To  the  Editor: 

I  have  just  finished  reading  "Historic  Representations  of 
Medicine  in  Art  [NC  Med  J  1999;60:328-32].  This  is  beau- 
tifully done  and  the  illustrations  are  superb. 

I  particularly  enjoyed  the  articles  by  my  friends  Dr. 
Meymandi  and  Dr.  Frazier.  The  whole  issue  is  extremely 


good.  I  am  glad  to  hear  we  are  "stable"  for  a  couple  ofyears 
and  the  work  is  going  on  to  get  more  permanent  support. 

Eben  Alexander,  Jr.,  MD 

Wake  Forest  University  Baptist  Medical  Center 

Winston-Salem,  NC  27157 

To  the  Editor: 

The  November/December  Journal  is  outstanding,  and 
the  article  on  the  medical  art  exhibit  the  best  of  a  top-notch 
collection  of  articles.  Terrific  graphics  and  commentary. 
Congratulations  to  all  who  contributed. 

William  G.  Porter,  MD 

2026  Dartmouth  Place 

Charlotte,  NC  28207 


Note  from  the  EditonJhe  photographs  accompany- 
ing the  article  on  The  Physician's  Art  exhibit  (NC  Med 
J  1999;60:328-32)  were  taken  by  Bill  Bamberger.  An 
exhibitof  photographsfromMr.  Bamberger'swidely 
acclaimed  book,  Closing:  the  Life  and  Death  of  an 
American  Factory  (Cathy  N.  Davidson,  co-author) 
has  recently  been  shown  at  the  North  Carolina 
Museum  of  Art,  Yale  University,  and  the  Smithsonian 
Institution.  The  Journal  is  very  grateful  to  Mr. 
Bamberger  for  the  use  of  his  fine  photographs,  and 
we  regret  that  he  was  not  properly  acknowledged 
in  the  last  issue. 
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AFTER      THE      FLOOD 


Organized  Medicine's  Response  to 
Hurricane  Floyd 

Mike  Edwards,  BA,  and  Myra  Schwartz,  MA 


Figure  1 .  Flood  recovery  volunteer  Clay  Richardson,  MD,  of  Glen  Alpine 
with  a  patient  at  the  Grifton  clinic. 

The  telephone  calls  signaled  what  the  victims  already  knew — 
Hunicane  Floyd  had  dealt  an  unprecedented  blow  to  Eastern 
North  Carolina.  By  the  afternoon  of  September  17.  1999, 
after  more  than  20  inches  of  rain  brought  the  worst  flooding 
in  the  state's  history,  dozens  of  physicians  had  called  the 
North  Carolina  Medical  Society  to  volunteer  their  services  in 
the  deluged  counties.  Four  days  later.  Dr.  Dennis  McBride, 
the  State  Health  Director,  asked  the  Medical  Society  to  serve 
as  primary  liaison  between  the  medical  community  and 


Mr.  Edw/ards  is  Director  of  Communications  for  the  NC  Medi- 
cal Society  and  can  be  reached  at  919/833-3836  or 
medwards  @  ncmedsoc.org.  Ms.  Schwartz  is  Director  of  Com- 
munications/Special Projects  for  the  NC  Academy  of  Family 
Physicians  and  can  be  reached  at  919/833-2110. 


physicians  and  clinics  struggling  to  restore 
what  flood  waters  had  damaged  or  destroyed. 
For  the  next  three  weeks,  by  means  of  tele- 
phone calls,  e-mail,  and  faxes,  the  Medical 
Society  worked  to  connect  physicians  want- 
ing to  help  with  those  in  need.  The  Society's 
efforts  were  augmented  by  the  North  Caro- 
lina Academy  of  Family  Physicians 
(NCAFP)  and  the  NC  Academy  of  Physi- 
cian Assistants  (NCAPA). 


The  Scope  of  the  Problem 

A  September  28  fax  from  the  Nash  County 
Medical  Society  defined  the  punch  deliv- 
ered by  Floyd.  Twelve  physicians  in  the 
Rocky  Mount  area  had  experienced  damage 
to  their  homes,  and  seven  reported  damages 
to  their  offices.  The  waters  from  Stoney 
Creek  overflowed  Zebulon  Road,  quickly 
filling  the  building  that  housed  the  practice  of  Camilla 
Proctor,  MD.  Within  a  week,  she  found  space  to  reopen  her 
practice  in  the  Nash  Medical  Arts  Mall.  Fortunately,  Dr. 
Proctor  had  flood  insurance,  but  she's  not  sure  that  insurance 
will  replace  the  equipment  she  lost. 

In  Wayne  County,  Muhammad  Bhatti,  MD,  knew  he 
faced  losses,  but  only  after  several  days  had  flood  waters 
receded  enough  for  him  to  enter  his  office  and  assess  the 
damage  to  the  Wayne  Family  Medical  Center.  The  power 
outage  left  his  refrigerator  inoperable,  ruining  the  medica- 
tions and  vaccines  inside.  Dr.  Bhatti's  recovery  has  been 
aided  by  generous  donations  from  physicians,  pharmaceuti- 
cal companies  and  others. 

During  the  first  few  weeks  of  recovery,  more  than  300 
physicians,  physician's  assistants,  residents,  and  medical 
students  volunteered  to  help  in  the  flood-affected  areas.  Glen 
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Withrow.  MD,  a  family  practitioner  from  Chapel 
Hill,  spent  several  weekends  at  a  makeshift  clinic 
in  Grifton.  He  saw  about  150  people  during  the 
first  weekend,  using  a  mobile  classroom  at  a 
local  school  for  a  temporary  clinic.  "We  used  a 
room  designed  for  a  music  class,  and  we  had  to 
use  a  piano  for  a  privacy  screen,"  said  Withrow. 
"Many  of  the  patients  I  saw  really  just  wanted 
someone  to  listen,"  recalled  Withrow.  "I  spent  a 
lot  of  time  holding  hands  and  trying  to  reassure 
them.  You  could  see  the  stress  and  strain  in  their 
faces."  Withrow  collected  material  donated  by 
doctors  in  Chapel  Hill  and  Durham  to  help  pa- 
tients who  had  lost  prescriptions  and  medical 
monitoring  devices  in  the  floodwaters. 

More  than  50  family  doctors  spent  time  at 
clinics  or  practices  in  Grifton,  Bethel,  Tarboro, 
and  other  eastern  North  Carolina  communities, 
relieving  physicians  who  had  been  working  overtime  since 
the  hurricane.  Don  Pathman,  MD,  from  UNC-Chapel  Hill, 
found  a  tide  of  depression  and  anger  among  the  patients  he 
saw  at  the  Grifton  clinic.  More  than  400  homes  were  dam- 
aged or  destroyed  by  Floyd  in  the  small  town  on  the  borders 
of  Pitt  and  Lenoir  counties.  The  rain  that  fell  days  after  Floyd 
left  only  worsened  the  mood  of  the  residents,  many  of  whom 
were  living  in  temporary  shelters.  On  October  1 1 ,  the  county 
health  department  delivered  500  doses  of  flu  vaccine;  just 
two  days  later.  Dr.  Pathman  wrote  to  the  NCAFP  that  "the 
clinic  is  flooded  with  folks  needing  influenza  injections." 

Medical  students,  too,  learned  first-hand  about  the  suf- 
fering of  flood  victims.  Many  students  at  the  East  Carolina 
University  School  of  Medicine  lost  most,  if  not  all,  of  their 
possessions  in  Greenville's  record  flood. 


Figure  3.  Donated  medicines  and  supplies  line  a  hall  in  the  Gnfton  clinic. 


Figure  2.  Doctors  and  nurses  in  Grifton  take  a  much-needed  dinner  break. 


Rallying  to  the  Call 

At  its  October  meeting,  the  NC  Medical  Society  Executive 
Council  allocated  $10,000  to  help  students  affected  by  the 
flooding.  By  early  December,  another  $7,400  had  been  con- 
tributed to  the  NCMS  Foundation  by  physician  and  physician 
assistant  members  of  the  NCMS,  and  $  1 000  arrived  from  the 
Medical  Society  of  Virginia.  By  December  1,  the  NC  Acad- 
emy of  Family  Physicians  had  collected  nearly  $20,000  for 
physician  and  clinical  relief  efforts.  The  NC  Society  of  Plastic 
and  Reconstructive  Surgery  contributed  $2,500. 

Not  everyone  who  offered  help  was  called.  The  crisis 
stage  passed  more  quickly  than  anticipated  by  L.D.  "Lew" 
Stringer,  MD,  one  of  the  officials  commanding  the  Special 
Operations  Response  Team,  physicians  trained 
to  practice  under  disaster  conditions.  "Not  all 
doctors  can  handle  the  kind  of  situations  that  we 
saw  in  the  first  few  days  following  the  flood- 
ing," said  Dr.  Stringer.  "Sometimes  it  becomes 
emotionally  overwhelming  to  physicians  who 
are  used  to  practicing  in  the  more  pristine  set- 
ting of  a  hospital  or  clinic." 


The  Future 

By  late  September,  the  flood  recovery  was 
moving  from  the  "crisis  stage"  to  long-term 
recovery.  At  the  request  of  Dr.  Stringer  and  H. 
David  Bruton,  MD,  Secretary  of  Health  and 
Human  Services,  doctors  were  asked  to  begin 
working  on  a  oneto-one  basis  with  colleagues 
who  were  recovering  from  the  flooding.  Groups 
of  doctors,  residents,  and  medical  students  spent 
their  free  time  and  days  off  in  the  flood-stricken 
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areas,  helping  the  local  health  care  teams  in  whatever  ways 
they  could. 

On  October  20,  HealthEast  president  Tom  Irons,  MD, 
invited  physicians,  public  health  officials,  and  members  of 
the  NCMS  to  a  meeting  in  Greenville  to  discuss  long-term 
recovery  for  eastern 
NC.  Most  of  the  clin- 
ics and  practices  af- 
fected by  Floyd  were 
back  in  operation,  but 
finances  were  a  prob- 
lem. Some  500  health 
care  employees  of 
medical  offices,  clin- 
ics and  hospitals  in 
Pitt  and  Edgecombe 
counties  were  among 
the  thousands  of 
flood  victims.  They 
lost  homes  and  pos- 
sessions, and  many 
also  lost  their  jobs — 
some  permanently — 
to  the  lingering 
floodwaters  that  shut 
down  so  many  busi- 
nesses. Those  attending  the  Greenville  meeting  realized  that 
long-term  recovery  would  have  to  center  around  rebuilding 
the  region's  already  fragile  economy. 

A  team  of  state  agencies,  working  with  the  School  of 
Pharmacy  at  UNC-Chapel  Hill,  developed  a  hotline  to  accept 
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Figure  4.  More  than  400  homes  in  the 
by  the  extensive  flooding  of  Hurricane 


donations  of  pharmaceuticals,  medical  supplies  and  durable 
medical  equipment.  Public  health  departments,  health  cen- 
ters and  free  clinics  were  notified  in  November  that  drugs  and 
supplies  were  available  for  those  patients  who  otherwise 
were  unable  to  replace  what  they  had  lost  to  floodwaters. 

Dr.  Stringer 
and  Dr.  Irons  expect 
that  flood  victims 
will  need  on-going 
assistance  through 
Easter,  and  possibly 
longer.  Much  of  that 
assistance  will  fo- 
cus on  mental  health 
needs  and  helping 
victims  endure  the 
slow  progress  of  re- 
covery. Governor 
Hunt  recently  un- 
veiled a  $830  mil- 
lion plan  for  flood 
recovery  which,  if 
approved  by  the 
General  Assembly, 
will  play  a  critical 
role.  Dr.  Irons  and 
others  believe,  however,  that  it  is  the  determination  and  spirit 
of  the  people  themselves  that  will  ultimately  bring  about  full 
recovery  and  restore  the  health  of  eastern  North  Carolina  to 
what  it  was  before  Floyd' s  fury  was  unleashed  on  the  pastoral 
heart  of  North  Carolina's  farming  enterprise.    □ 


Grifton  area  were  damaged  or  destroyed 
Floyd. 


.  And  Thank  You  Again 


We  continue  to  be  grateful  to  the  JournaFs  friends  and  supporters,  as  they  continue  to  join 
the  ongoing  effort  to  preserve  the  JournaVs  role  in  North  Carolina  medicine.  We  would  like 
specifically  to  express  our  thanks  to  these  latest  generous  contributors: 


Grand  Patrons 
($10,000-$50,000) 

NC  Institute  of  Medicine 


Benefactors 

($501-$1,000) 

Wilson  County  Medical 
Society 


Supporters  ^ 

($101-$500) 
Franc  A.  Barada,  MD 
Johnson  H.  Kelly,  MD 
Lenoir-Greene  Medical  Society 

Friends 
(Up  to  $100) 

Dr.  and  Mrs.  Mitchell  S.  Anscher 

Robert  F.  Barbe,  MD 

Dr.  and  Mrs.  Richard  F.  Bruch 


Dr.  and  Mrs.  Edwin  L.  Bryan 
Thomas  V.  Clancy,  MD 
Charles  E.  Johnston,  MD 
Timothy  W.  Lane,  MD 
Laurellyn  Medical  Group 
Noel  B.  McDevitt,  MD 
Albert  J.  Osbahr,  MD 
Dr.  and  Mrs.  James  G.  Peden 
H.  Max  Schiebel,  MD 
Howard  Strawcutter,  MD 
Vivek  S.  Tayal,  MD 


382 


NCMJ  January/February  2000.  Volume  61  Number  I 


TIIKXl   "The  water  was  everywhere. 
Then  our  house  fell  apart 
It  was  a  miracle  my  son  survived. 
So  many  died  in  the  storm.'' 


MnV:      "We  still  remember  the  help  CARE  brought. 
Food,  clothing,  medicine. 
Even  tools  to  help  us  rebuild. 
And  my  son  —  he  is  healthy  and  growing." 


M! 


Right  now  millions  of  people  in  42  countries 
are  changing  their  lives  with  help  from  CARE. 
Millions  more  are  waiting  for  their  chance. 


MAKE  A  DIFFERENCE  l-80(K521-CARe 


AFTER      THE      FLOOD 


Hurricane  Floyd 

Response  of  the  Pitt  County  Medical  Community 


Joseph  A.  Franklin,  MD,  Wilhelmine  Wiese,  MD,  John  T.  Meredith,  MD,  Janice  F.  Lalikos,  MD,  Jeanette  M.  Dolezal, 
PhD,  Denise  Brigham,  RN,  William  A.  Wooden,  MD,  and  Christopher  OhI,  MD 


On  September  15,  1999.  Hunicane  Floyd  hit  the  North 
Carolina  coast  as  a  Category  2  storm  ( The  Daily  Reflector, 
Greenville.  NC.  November  21.  1999:1-16).  As  this  abnor- 
mally large  storm  system  approached  the  East  Coast,  its 
potential  for  devastating  winds  and  coastal  Hooding  led  to  the 
largest  peacetime  evacuation  in  US  history.  The  greatest 
impact  of  Floyd,  however,  was  caused  by  the  more  than  19 
inches  of  rain  added  to  several  inches  left  by  Tropical  Storm 
Dennis  during  the  preceding  week.  Coastal  beaches  and 
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estuaries  were  spared  sig- 
nificant damage,  but  the  in- 
land regions  of  Eastern  North 
Carolina  were  devastated — 
first  by  flash  tlooding  of 
small  streams  and  creeks, 
and  several  days  later  by 
flooding  of  the  major  rivers. 
In  Pitt  County,  one  of 
the  most  severely  affected 
areas,  the  Tar  River  crested 
at  more  than  24  feet  above 
flood  stage  at  Greenville. 
Overall,  North  Carolina  sus- 
tained 52  deaths,  the  partial 
or  complete  loss  of  30,000 
homes,  and  the  flooding  of 
many  roads  east  of  Inter- 
state 95.  Some  10,000  people 
were  temporarily  housed  in 
hurricane  shelters,  and  500.000  people  lost  access  to  water 
and  electrical  power.  Agriculture  was  devastated  because 
one-third  or  more  of  some  counties"  land  was  under  water 
(Figure  1).  The  total  costs  of  storm  damage  will  probably 
exceed  $6.0  billion  and  those  in  Pitt  County,  $1.6  billion. 

Pitt  County  Memorial  Hospital  (PCMH)  is  a  731-bed 
facility  in  Greenville,  NC.  owned  and  operated  by  University 
Health  Systems  (UHS)  of  Eastern  Carolina.  It  is  the  teaching 
hospital  for  East  Carolina  University  School  of  Medicine 
(ECU-SOM).  and  provides  primary  medical  care  for  Pitt 
County  and  tertiary  medical  care  for  29  counties  in  eastern 
North  Carolina.'  PCMH  was  severely  affected  by  the  loss  of 
transportation  infrastructure  and  disruption  of  its  electrical 
power  and  water  utilities  caused  by  flooding  of  the  Tar  River. 
For  36  hours,  no  roads  were  open  into  or  out  of  the  city  of 
Greenville,  making  PCMH  inaccessible  via  land  transporta- 
tion. At  the  same  time,  the  medical  needs  of  the  county  were 
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great  and  the  populace  had  only  limited 
access  to  other  medical  care.  A  quick 
response  was  necessary  to  preserve  the 
public  health  and  welfare  of  the  region. 
Ingenuity  and  teamwork  on  the  part  of  the 
hospital's  medical  and  ancillary  staff  and 
a  close  working  relationship  with  the  Pitt 
County  Health  Department  proved  to  be 
great  assets  of  the  health  care  community. 
In  this  paper  we  provide  a  brief  synopsis 
of  how  our  medical  community  responded 
to  the  health  care  needs  of  the  larger 
community  in  crisis. 


Creating  a  Chain  of 
Command 

During  any  disaster,  it  is  critically  impor- 
tant to  establish  a  command  center.  At 
UHS.  the  Emergency  Department  has  tra- 
ditionally been  responsible  for  disaster 
management  during  hurricanes  and  other 
disasters.  In  such  cases.  Emergency  Medi- 
cine works  with  the  leaders  of  University 
Health  Systems  under  a  modification  of 
the  Hospital  Emergency  Incidence  Com- 
mand System- — a  disaster  management 
tool  developed  in  Orange  County.  CA — 
and  closely  coordinates  its  activities  with 
the  Pitt  County  Health  Department.  The 
Hospital  Emergency  Incidence  Command  System  creates  a 
responsibility-oriented  chain  of  command  and  prioritizes  job 
actions  based  on  mission-oriented  tasks.  Forty-eight  hours 
before  Floyd's  landfall,  the  Hospital  Emergency  Incidence 
Command  System  was  in  operation,  with  a  Hospital  Com- 
mand Center  (HCC)  open  and  manned  24  hours  later.  From 
this  center  the  hospital  core  leadership  was  able  to  operate  the 
hospital  for  1 1  days,  during  which  it  had  no  external  source 
of  electric  power  for  2.5  days  and  no  potable  water  for  4  days. 
The  HCC  and  leadership  staff  directed  all  hospital  operations 
at  PCMH  and  provided  supplies,  personnel,  and  logistical 
support  to  five  smaller  hospitals  in  the  region. 

We  quickly  learned  that  federal,  state,  and  county  disas- 
ter plans  may  not  meet  the  operational  needs  of  a  large  tertiary 
medical  facility,  because  Federal  Emergency  Management 
Agency  and  the  State  Emergency  Response  Teams  focus 
their  efforts  at  the  county  and  regional  level.  Consequently, 
on  the  second  day  after  Hurricane  Floyd  landfall,  the  HCC 
received  a  large  number  of  requests  to  shuttle  patients  and 
staff  to  and  from  PCMH  as  well  as  patients  and  medical 
equipment  from  outlying  medical  facilities  and  shelters. 
Because  of  the  overwhelming  demand,  a  Transportation 
Center  was  created  to  handle  all  transportation  requests. 


^  Flooded  areas 


Figure  1.  Flooding  in  Pitt  County.  Source:  The  Daily  Reflector.  Greenville,  NC. 

Impact  of  Disrupted  Transportation 

The  PCMH  Transportation  Center  established  health  care 
transportation  networks  within  the  region.  Because  flooded 
roads  and  bridges  made  Greenville  inaccessible  by  land, 
many  transportation  problems  were  solved  by  helicopter 
transport.  The  UHS  air  ambulance  helicopter  logged  more 
than  1 80  patient  flights  in  the  week  after  Floyd  hit.  compared 
with  the  usual  average  of  20-25.  To  meet  the  demand,  three 
additional  helicopters  and  flight  crews  were  recruited — one 
from  Mission-St.  Joseph  Hospital  in  Asheville:  one  from  the 
University  of  Pittsburgh  Medical  Center:  and  one  from 
Rocky  Mountain  Air,  an  organization  that  leases  aircraft  to 
PCMH.  A  military  helicopter  was  also  assigned  to  PCMH 
and  dedicated  to  hospital  missions.  Ground  transportation 
resources  included  the  hospital  motor  pool  and  NC  National 
Guard  military  vehicles. 

Transportation  of  staff  to  the  hospital  was  a  major 
problem.  Because  the  Tar  River  runs  though  the  center  of  Pitt 
County,  flood  waters  effectively  divided  Greenville  and  the 
suiTounding  county  into  north  and  south  components,  with  all 
bridges  across  the  river  impassible.  From  the  hospital,  lo- 
cated in  the  southern  portion,  the  north  county  was  accessible 
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only  by  air  or  boat.  Many  of  the  hospital's  nursing,  ancillary, 
and  support  staff  had  to  be  airlifted  to  and  from  work  in  order 
to  continue  hospital  operations. 


Impact  of  Disrupted 
Electric  Power  and  Water 

During  and  immediately  after  the  hurricane,  municipal  power 
and  water  supply  to  PCMH  were  uninterrupted.  However,  as 
the  river  continued  to  rise,  it  became  clear  that  the  principal 
electrical  substation  and  power  distribution  center  for  the  city 
and  county  would  soon  be  submerged.  In  addition,  within  48 
hours  of  landfall,  the  Greenville  water  purification  plant  was 
no  longer  able  to  ensure  the  quality  of  its  water  and  warned 
that  eventually  its  pumps  would  fail  to 
provide  water  pressure  for  the  hospital  or 
community.  We  could  not  continue  most 
levels  of  hospital  operation  without  power 
or  water.  Despite  advance  warning  of  im- 
pending utility  failure,  there  was  very  little 
time  for  the  hospital  engineers  to  provide 
a  back-up. 

Two  days  after  Floyd's  landfall,  the 
power  distribution  station  succumbed  to 
the  Tar  River,  and  the  Greenville  Utilities 
Commission  disconnected  Pitt  County 
from  the  power  grid.  The  region  was  ex- 
pected to  be  without  power  for  several 
days — perhaps  more  than  a  week.  The 
hospital' s  emergency  generator  system  was 
designed  to  produce  only  limited  amounts 
of  electricity  for  selected  critical  systems, 

not  to  run  an  entire  hospital  for  a  pro-        

longed  period.  The  Army  Corps  of  Engi- 
neers and  the  National  Guard  airlifted  additional  electric 
generators  and  spare  parts  to  PCMH  and  helped  secure 
generator  fuel  and  qualified  electricians  to  monitor  and  wire 
necessary  circuits.  Fortunately,  municipal  power  was  re- 
stored after  two  days,  but  it  remained  tenuous. 

As  the  Tar  River  crested,  the  city  water  system  failed  and 
the  hospital  lost  all  pressurization  of  its  internal  water  system. 
In  order  to  provide  back-up  water,  PCMH  had  to  design  a 
system  that  would  provide  an  initial  100,000  gallons  to 
establish  water  pressure  and  then  200-600  gallons  per  minute 
to  allow  near  normal  usage.  Ingenuity  and  innovation  led  the 
UHS  Plant  Operations  to  convert  the  PCMH  Rehabilitation 
Center  swimming  pool  into  an  88,000  gallon  reservoir  and 
settling  tank  for  a  hospital  water  system.  Existing  pool  water 
was  pumped  back  into  hospital  pipelines  to  provide  initial 
pressurization  of  the  system,  and  an  inactive  onsite  well  was 
reactivated  to  provide  up  to  300  gallons  per  minute.  In 
addition,  tank  and  pumper  trucks  from  volunteer  fire  depart- 
ments located  within  100  miles  brought  additional  water 


"Ingenuity  and 

innovation  led  the 

UHS  Plant 

Operations  to 

convert  the  PCMH 

Rehabilitation 

Center  swimming 

pool  into  an  88,000 

gallon  reservoir  and 

settling  tank  for  a 

hospital  water 

system." 


from  communities  with  functional  water  treatment  facilities. 
Both  well  water  and  trucked-in  water  were  pumped  into  the 
rehabilitation  pool  and  particulate  matter  allowed  to  settle 
before  the  water  was  pumped  through  an  access  valve  into 
hospital  pipes. 

For  24  hours  before  the  provisional  water  system  was 
operational,  the  hospital  had  to  limit  water  use  severely.  We 
used  bottled  water  for  drinking  and  cooking,  waterless 
handwash  solution,  and  portable  outdoor  toilets.  Patients 
were  not  allowed  to  flush  toilets  in  their  hospital  rooms. 
Laboratory  testing  was  limited  to  routine  chemistry  and 
complete  blood  counts.  Radiology  could  provide  only  rou- 
tine radiographs  (computerized  tomography  and  magnetic 
resonance  imaging  require  water  to  cool  the  instruments). 
Primary  chemotherapy  was  curtailed  and  radiation  therapy 
halted.  Fortunately,  once  the  alternative 
water  system  was  operational  there  was 
sufficient  water  for  all  of  the  above  ac- 
tivities, but  bottled  water  was  still  used 
for  food  and  drink  because  water  from 
the  improvised  system  was  not  consid- 
ered potable. 

Because  a  continuous,  uncompro- 
mised  supply  of  water  and  electricity 
could  not  be  guaranteed,  elective  surgery 
at  PCMH  and  an  ambulatory  surgery 
center  was  cancelled  between  September 
16  and  September  24,  1999.  Only  urgent 
and  emergency  cases  were  allowed.  Dur- 
ing the  crisis  period,  122  patients  were 
operated  on  at  PCMH.  approximately 
half  of  the  normal  volume,  and  overall 
some  750  surgical  cases  were  postponed. 


Ensuring  Access  to  Health  Care 

Because  transportation  was  disrupted,  much  of  the  county 
had  no  access  to  medical  care.  Flooding  hampered  the  deliv- 
ery of  medical  supplies,  food,  and  water  to  the  community 
shelters.  Prior  to  the  arrival  of  national  organizations  such  as 
the  Red  Cross,  many  of  the  hospital's  clinical  services  devel- 
oped acute  action  plans  to  deploy  medical  care  where  the 
need  was  greatest.  Examples  of  those  plans  included  the 
following: 

♦  In  addition  to  their  regular  duties  in  the  PCMH 
Emergency  Room,  members  of  the  Department  of  Emer- 
gency Medicine  continuously  staffed  the  Hospital  Command 
Center  and  coordinated  the  Transportation  Center.  Because 
of  their  training  in  disaster  medicine,  department  members 
took  on  many  of  the  organizational  tasks  for  medical  out- 
reach. 

♦  Since  changes  in  barometric  pressure  associated 
with  tropical  storms  may  cause  premature  rupture  of  fetal 
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membranes,  the  Department  of  Obstetrics  and  Gynecology 
provided  staff  and  a  portable  ultrasound  machine  to  evaluate 
expectant  mothers.' "'  These  screening  efforts  identified  three 
patients  needing  hospitalization  at  PCMH,  including  one 
woman  with  preeclampsia. 

♦  The  Department  ofFamily  Medicine  provided  con- 
tinuous 24-hour  coverage  at  the  Bethel  Clinic,  which  served 
as  the  care  coordination  site  for  patients  north  of  the  Tar 
River.  The  Clinic  provided  triage  services,  treatment,  and 
referral  of  patients  otherwise  cut  off  from  medical  care. 
Faculty  and  staff  from  the  Department  ofFamily  Medicine  at 
the  University  of  North  Carolina  at  Chapel  Hill  staffed  clinics 
in  southern  Pitt  County. 

♦  In  a  combined  effort,  the  doctors  from  Departments 
of  Pediatrics,  Internal  Medicine,  and  Surgery  at  ECU-SOM 
and  from  the  community  sent  groups  of  physicians,  residents, 
and  nurses  to  several  community  shelters.  Some  shelters 
were  accessible  by  land,  others  only  by  helicopter.  At  the 
shelters,  the  medical  teams  provided  care  ranging  from 
tetanus  boosters  and  evaluation  of  skin  rashes  to  repair  of 
lacerations  and  management  of  chronic  diseases.  Medical 
teams  evaluated  an  average  of  1 50  patients  per  day  (and  more 
than  1,000  in  total).' 

♦  The  Section  of  Nephrology  and  staff  of  the  hemodi- 
alysis centers  had  to  arrange  medical  care  for  nearly  1 ,000 
dialysis  patients  who  potentially  could  not  reach  their  re- 
gional dialysis  centers.  When  dialysis-dependent  patients 
were  identified  by  a  local  nephrologist,  the  Transportation 
Center  was  notified,  and  these  patients  either  transported  to 
and  from  the  closest  dialysis  center  or  treated  by  home 
dialysis.  Special  arrangements  were  made  to  provide  ad- 
equate power  and  water  for  dialysis  centers. 

♦  The  Office  of  Telemedicine  at  ECU-SOM  installed 
video  cameras  and  monitoring  equipment  in  selected  com- 
munity shelters  to  permit  video-conferencing  capabilities 
and  information  links  from  PCMH  to  the  community.  In 
some  shelters,  the  telemedicine  service,  cellular  telephones, 
and  the  radio  provided  the  only  contacts  with  the  "outside 
world." 

Many  community  physicians  and  local  care  providers 
opened  their  homes  and  offices  to  offer  medical  assistance. 
Community  physicians  kept  vigil  in  the  shelters,  providing 
care,  monitoring  chronic  diseases,  and  treating  acute  injuries. 
These  doctors  literally  "cleaned  ouf "  the  medical  supplies  in 
their  own  offices  for  use  in  the  local  shelters.  The  tremendous 
effort  required  to  bring  medical  care  to  the  people  succeeded 
because  of  teamwork  between  community-  and  university- 
based  medical  services  and  local  public  health  officials. 

In  addition  to  assuring  the  safety  of  its  own  patients  and 
staff  PCMH  and  the  UHS  organization  had  to  help  other 
regional  hospitals.  At  Heritage  Hospital  in  Tarboro,  for 
instance,  flooding  left  one-sixth  of  the  hospital  work  force 
homeless.    If  necessary,  food,  medical  supplies,  and  addi- 


tional workers  were  airlifted  from  PCMH  to  other  affiliated 
hospitals. 

Medical  Outreach  and  Home  Health 

To  provide  services  to  patients  who  were  receiving  home 
nursing  or  infusion  therapy  when  displaced  from  their  homes, 
the  hospital  activated  its  standing  plan  for  the  care  of  these 
patients.  Two  "special  needs"  units,  with  a  total  of  38  beds, 
were  established  in  the  Physical  Therapy  Unit  and  a  patient 
ward  at  PCMH.  Special  needs  patients  were  admitted  to  these 
two  units  after  being  evaluated  by  UHS  Home  Health  Care 
nursing  personnel.  Fifty  patients  were  admitted  to  these  units 
during  an  1 1-day  period  and  another  100  referred  to  regional 
facilities.  The  units  were  staffed  with  skilled  nursing  person- 
nel, but  family  members  and  other  caregivers  were  asked  to 
accompany  patients  admitted  to  these  special  services  units. 
Durable  medical  equipment  is  of  particular  importance 
in  home  health  care.  The  flooding  hampered  the  delivery  of 
medical  supplies  such  as  oxygen,  so  UHS  made  special 
efforts  to  provide  portable  oxygen  for  patients  and  for  fire  and 
rescue  operations.  UHS  Home  Health  Care  worked  actively 
to  avert  unnecessary  hospital  admissions,  both  before  and 
after  the  storm.  Written  information  on  hurricane  prepared- 
ness and  safety  was  provided  to  all  home  health  system 
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Figure  2.  Bottled  water  was  used  tor  cooking  and  drinking  at 
Pitt  County  Memorial  Hospital,  as  water  from  an  improvised 
system  was  not  potable. 


Figure  3.  East  Care  Ambulance  Service  provided  more  than 
180  patient  flights  in  Floyd's  aftermath. 


patients.  Plans  were  in  place  before  the  storm  made  landfall 
to  transport  patients  to  locations  where  they  had  more  family 
support  or  where  there  were  additional  community  support 
resources.  Furthermore,  special  care  was  taken  to  contact 
patients  by  phone  every  day,  even  when  not  required  by 
physician's  orders. 


Disease  Surveillance  and  Public  Health 

The  threat  of  contagion  and  infectious  diseases  due  to  flood- 
ing from  Hurricane  Floyd  was  low,  but  greatly  feared  by  the 
public.  The  national  news  media  broadcast  images  of  cata- 
strophic livestock  death  and  exaggerated  suggestions  of 
disease,  which  increased  public  apprehension.  Many  physi- 
cians and  medical  care  providers  were  unsure  what  specific 
illnesses  or  injuries  to  expect.  In  response,  members  of  the 
Infectious  Diseases  Section  of  ECU-SOM  researched  past 
floods  and  solicited  information  from  the  North  Carolina 
State  Health  Department  and  the  US  Public  Health  Service's 
Centers  for  Disease  Control  (CDC).''^  They  developed  a 
monograph  outlining  the  expected  impact  on  public  health: 
minimal  risks  from  gastrointestinal  and  exotic  diseases  such 
as  dysentery,  typhoid  fever  and  cholera,  but  a  risk  of  respira- 
tory ailments  due  to  irritants  and  molds.  Vaccination  against 
enteric  illness  was  discouraged.  There  were  public  education 
campaigns  to  prevent  injury  from  drowning,  electrocution, 
carbon  monoxide  poisoning,  falls,  and  from  re-entering  un- 
safe structures.  This  information  was  conveyed  to  physicians 
and  medical  personnel  throughout  the  University  Health 
System  in  eastern  North  Carolina.  ECU's  Student  Health 
Services  adapted  this  monograph  for  its  students  and  staff. 
In  order  to  allay  the  public's  fears,  and  to  respond 
quickly  to  any  outbreak  of  disease,  a  surveillance  system  was 
implemented  in  Pitt  County.  The  diagnoses  for  all  patients 
seeking  care  at  the  PCMH  Emergency  Department,  selected 
outpatient  medical  facilities,  and  Pitt  County's  community 
shelters  were  recorded  by  personnel  from  the  Infectious 
Disease  Section,  the  state  health  department,  and  CDC. 
Disease  and  injury  rates  were  measured  promptly  and  com- 
pared to  rates  from  1 998.  The  data  provided  assurance  that  no 
outbreak  of  infectious  disease  was  associated  with  post- 
hurricane  flooding;  further  analysis  will  provide  important 
information  for  planning  for  future  flood  disasters. 


News  Media 

The  local  media  provided  extensive  coverage  of  the  disaster. 
Because  of  the  broadcast  media's  ability  to  disseminate 
information  quickly  to  the  community,  local  public  health 
authorities  and  a  core  group  of  PCMH  physicians  became 
frequent  guests  on  regional  television  and  radio  stations. 
Through  these  broadcasts,  they  were  able  to  rapidly  dispel 
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rumors  of  disease  outbreaks,  and  to  provide  timely  public 
health  information.  Because  much  of  the  region  had  no 
electric  power,  some  television  broadcasts  were  simulcast  on 
local  radio.  In  Greenville,  newspapers  solicited  questions 
from  its  staff  and  readers,  and  then  printed  responses  from 
local  public  health  authorities.  Articles  giving  specific  public 
health  advice  were  made  available  at  local  distribution  sites 
for  ice,  food,  water,  and  building  supplies. 


Summary 

The  financial  impact  of  Hurricane  Floyd  on  the  medical 
community  is  still  being  tabulated.  Initial  estimates  indicate 
a  $5.8  million  loss  to  UHS  in  operating  revenue.  Additional 
hospital  costs  include  $568,000  for  overtime  pay,  $310,000 
for  special  equipment  including  helicopters  and  general 
supplies,  and  $1.2  million  in"bonus  pay"  to  the  hospital's 
6000  employees.*  The  ECU  School  of  Medicine  suffered 
losses  estimated  at  $3.6  million,  including  lost  revenue, 
overtime,  and  salaries  paid  when  clinics  and  services  were 
shut  down.*  Most  private  offices  suffered  from  lost  revenues 
and  occasionally  from  flood  damage  to  property. 

Hurricane  Floyd  was  the  most  costly  disaster  to  hit 
Eastern  North  Carolina  and  the  Mid-Atlantic  United  States. 
The  medical  community  and  its  patients  were  severely  chal- 
lenged from  the  terrible  effects  of  flooding,  but  the  collabo- 
rative efforts  of  a  great  number  of  individuals  and  a  spirit  of 
teamwork  came  together  to  provide  continued  health  care  to 
the  region.  It  is  very  likely  that  the  preventive  measures 
enacted  both  before  and  after  the  storm  averted  illness  and 
injury,  and  saved  lives.  Ingenuity,  innovation,  and  optimal 
use  of  available  resources  allowed  Pitt  County  Memorial 
Hospital  and  its  surrounding  medical  community  to  stay  in 
operation.  We  have  learned  a  great  deal  from  these  experi- 
ences that  will  help  us  plan  for  future  natural  disasters.     O 

Note:  In  our  efforts  to  prov'de  insight  into  a  tragedy  of  this 
magnitude,  we  likely  neglected  to  mention  the  efforts  of 
many  individuals  and  groups.  We  apologize  for  any  inadvert- 
ent omissions. 
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TOXIC      ENCOUNTERS 


A  Seizure  in  the  Tobacco  Field 


Green  Tobacco  Sickness 


Marian  Swinker,  MD,  MPH,  and  John  T.  Meredith,  MD,  FACEP 


Tying  tobacco  leaves  on  a  frame  for  curing.  Rural  North  Carolina,  circa  1940.  Photograph  courtesy  of  the  Durham  County 
Library  Archives,  Durham  County  Library,  Durham,  North  Carolina. 


The  Patient 

In  July,  a  20-year-old  Hispanic  male  migrant  farm  worker, 
harvesting  tobacco  for  the  first  time,  suffered  a  generalized, 
tonic-clonic  seizure  in  the  tobacco  field.  The  seizure  had 
stopped  by  the  time  Emergency  Services  personnel  had 
arrived,  but  the  patient  was  postictal.  His  pulse  rate  was  120 
beats/min,  respiration  24/min,  and  blood  pressure  140/50. 


Dr.  Swinker  and  Dr.  Meredith  are  from  the  Office  of  Prospec- 
tive Health  and  the  Department  of  Emergency  Medicine, 
respectively,  at  East  Carolina  University  School  of  Medicine, 
Greenville,  NC  27858. 


During  transport  to  the  Emergency  Department,  he  was  given 
5  mg  of  diazepam  intravenously  and,  as  a  precaution,  oxygen 
via  non-rebreather  mask.  Pulse  oxymeter  showed  100% 
saturation  of  hemoglobin.  Capillary  blood  glucose  was  98 
mg/dL.  He  vomited  twice  en  route. 

In  the  Emergency  Department,  he  was  found  to  be  a  well 
nourished,  Spanish-speaking  young  man,  in  no  acute  respira- 
tory distress  but  actively  vomiting.  He  was  wearing  no  shirt, 
only  shorts  and  shoes.  He  complained  of  a  headache  and 
abdominal  cramps.  He  denied  recent  alcohol  or  recreational 
drug  ingestion  or  use  of  any  stimulant.  There  was  no  history 
of  previous  seizures  or  head  trauma.  He  was  breathing  at  a 
rate  of  22  breaths/min;  his  pulse  was  80  and  blood  pressure, 
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Table.  Differential  Diagnosis  of  Green  Tobacco  Sickness  (GTS)^ 


Signs  and  Syn- 

iptoms 

GTS 

Heat  Stress 

Weakness 

+ 

+ 

NauseaA/omit 

ng/Diarrinea 

+ 

+ 

Dizziness 

+ 

+ 

Tachycardia 

+ 

+ 

Bradycardia 

+ 

- 

Miosis 

+ 

- 

Secretions 

+ 

- 

Fever 

- 

+ 

Pesticide  Poisoning 


+ 
+ 
+ 
+ 
+ 
+ 
+ 


*Personal  Communication,  Vickie  Brandt, 
of  Kentucky 


RN,  Kentucky  Community  Partners  for  Healtlny  Farming,  University 


1 14/58.  A  thorough  general  physical  was  normal  except  that 
the  palms  and  fingernails  were  coated  with  a  sticky,  light 
brown  gummy  material  and  the  lower  legs  and  right  axilla 
showed  multiple  superficial  abrasions.  On  neurological  ex- 
amination he  had  no  facial  weakness,  the  tendon  reflexes  in 
upper  and  lower  extremities  were  normal  and  symmetrical,  as 
was  motor  strength  in  all  extremities.  Perception  of  sharp  and 
dull  touch  was  normal;  there  was  no  pronator  drift,  and  the 
Babinski  response  was  negative. 

He  was  given  intravenous  fluid  at  a  rate  of  200  cc/hr  and 
25  mg  of  intravenous  promethazine,  after  which  there  was  no 
further  emesis.  His  complete  blood  count,  serum  electrolyte. 
blood  urea  nitrogen,  creatinine,  and  glucose  concentrations, 
and  urinalysis  were  all  normal.  A  computerized  tomograph  of 
the  head  showed  no  intracranial  masses,  bleeding,  or  midline 
shift. 

The  gummy  residue  was  washed  from  his  hands  with 
soap  and  water.  The  abrasions  on  the  lower  legs  and  right 
axilla  were  washed  in  the  same  manner.  After  six  hours  of 
observation,  during  which  he  had  no  further  seizures,  he  was 
discharged  from  the  Emergency  Department  with  a  diagnosis 
of  acute  nicotine  toxicity  secondary  to  green  tobacco  expo- 
sure. He  was  advised  to  wear  gloves  and  a  shirt  and  long  pants 
when  picking  tobacco. 


Discussion 

Nicotine  is  a  liquid  alkaloid  present  in  tobacco  leaves  at  a  1- 
6%  concentration.'  It  is  readily  absorbed  through  exposed 
skin,  and  initially  stimulates  peripheral  autonomic  ganglia. 
Later  it  produces  blockade  of  autonomic  ganglia  and  skeletal 
muscle  neuromuscular  junctions,  and  direct  (central  nervous 
system)  effects.-  Symptoms  of  acute  nicotine  intoxication 
include  salivation,  sweating,  dizziness,  nausea,  vomiting  or 


diarrhea,  muscle  fasciculations,  cramping,  and  weakness. 
Both  parasympathetic  and  sympathetic  responses  may  be 
seen;  initial  tachycardia  and  hypeitension  often  being  fol- 
lowed by  bradycardia  and  hypotension.  Central  nervous 
system  effects  include  headache,  confusion,  agitation,  sei- 
zures, or  loss  of  consciousness. 

Green  tobacco  sickness  is  an  occupational  illness  caused 
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by  absoq^tion  of  nicotine  through  skin  exposed  to  wet  to- 
bacco leaves.  It  occurs  throughout  the  world  in  tobacco- 
growing  areas.'  The  median  time  from  starting  work  with 
tobacco  leaves  to  symptom  onset  is  about  10  hours,  but  this 
varies  widely.'  The  almost  universal  symptoms  of  weakness, 
nausea,  vomiting,  diarrhea  and  dizziness  may  be  confused 
with  pesticide  poisoning  or  heat  stress  illness  (Table).  The 
occupational  history  (for  example,  whether  the  patient  was 
harvesting  tobacco  or  spraying  pesticide)  may  help  to  distin- 
guish among  the  possibilities. 

Since  its  recognition  in  the  1 970s.  no  fatalities  have  been 
ascribed  to  green  tobacco  sickness,  but  it  may  play  a  role  in 
cardiovascular  disease  and  death. ■*  Certainly,  poisoning  with 
concentrated  forms  of  nicotine  has  led  to  vascular  collapse, 
arrthythmias  and  death.-  Young  workers  and  those  who  do 
not  smoke  or  use  tobacco  may  be  may  be  at  more  of  a  risk  for 
green  tobacco  sickness:  tobacco  use  is  thought  to  offer  weak 
protection  by  inducing  tolerance.' 

Green  tobacco  sickness  is  self-limited,  usually  lasting  1 
to  2  days.  There  is  no  antidote,  so  treatment  is  supportive  (for 
example,  intravenous  fluids  for  hypotension,  antiemetics; 
benzodiazepine  anticonvulsants,  or  antiarrhythmic  agents 
such  as  atropine).  Ipecac  is  contraindicated  because  it  lowers 
the  threshold  for  seizures.  The  diagnosis  can  be  confirmed  by 
measuring  nicotine  concentration  in  the  serum  or  urine,  but 
its  half-life  is  only  3-4  hours,^  so  the  results  may  be  mislead- 
ing. Cotinine,  the  major  nicotine  metabolite,  has  a  half-life  of 
36  hours,  and  it  is  more  useful  (except  in  tobacco  users  who 
carry  a  baseline  level  of  cotinine). 

The  risk  of  green  tobacco  sickness  is  increased  by 
handling  tobacco  that  is  wet  from  rain  or  dew.  Repeated  daily 
exposure  over  more  than  a  week,^  such  as  during  harvesting, 
may  also  increase  the  risk.  The  condition  is  preventable  by 
use  of  protective  clothing  and  by  avoiding  skin  contact  with 
wet  tobacco.  However,  water-resistant  clothing  and  rubber 


gloves,  which  provide  an  impermeable  barrier  to  nicotine, 
increase  the  risk  of  heat  stress,  so  ordinary  shirts,  trousers  and 
cotton  gloves  are  recommended.  When  clothing  becomes 
wet  from  environmental  dampness  or  sweating,  it  should  be 
changed  to  maintain  an  effective  barrier. 

In  North  Carolina,  tobacco  may  be  handled  during  early 
summer  (if  flower  tops  are  removed  manually).  From  early 
July  through  October  tobacco  leaves  are  harvested  as  they 
mature,  from  bottom  to  top  of  the  plants,  but  most  harvesting 
is  now  mechanized,  so  contact  with  leaves  occurs  during 
boxing  or  racking  of  leaves.  Our  patient' s  case  was  typical  in 
that  there  was  exposure  of  a  large  area  of  unprotected  skin, 
allowing  nicotine  absorption.  He  was  new  to  tobacco  han- 
dling, so  had  presumably  not  developed  tolerance  to  nicotine, 
but  we  did  not  record  whether  he  personally  used  tobacco. 
The  best  treatment  is  avoidance  of  poisoning:  in  addition  to 
wearing  gloves,  long  pants  and  a  full  shirt,  workers  picking 
or  handling  tobacco  leaves  should  clean  their  hands  fre- 
quently. Field  workers  often  accomplish  this  by  rubbing  off 
the  sticky  tobacco  plant  gum  with  field  dirt.  O 
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TOXIC      ENCOUNTERS 


Non-Remembrance  of  Things  Past 

Ginkgo  Biloba  for  Memory  Loss 

Ronald  B.  Mack,  MD 


Marcel  Proust  (1871-1922)  wrote  A  la  recherche  du  temps 
perdu  (published  in  English  as  Remembrance  of  Things 
Past),  a  collection  of  seven  novels  based  on  the  author's  life 
told  psychologically  and  allegorically.'  The  author,  scion  of 
a  prominent  French  family  (his  father  was  an  eminent  physi- 
cian), suffered  from  asthma  from  the  time  he  was  nine  years 
old  until  his  death.  A  semi-invalid,  he  became  deeply  devoted 
to  his  mother — and  vice  versa.  When  she  died  in  1905 
Proust's  life  was  shattered.  He  spent  the  rest  of  his  days  in  a 
sound-proof  apartment,  withdrawn  from  society,  wrapped  in 
introspection,  writing  his  timeless  works. - 

One  of  the  most  enduring  outcomes  of  the  Remembrance 
was  to  make  the  Madeleine  famous.  As  memorably  described 
in  in  the  volume  entitled  Swann  's  Way,  it  was  the  look  and 
smell  of  this  little  French  tea-cake  that  triggered  Proust's 
seven-volume  flood  of  memory  and  nostalgia.  For  stimulat- 
ing memory,  this  tea-cake  had  to  be  more  delectable  than 
Ginkgo  biloba.  If  you  have  trouble  remembering  things  past, 
current,  or  yet  to  come,  however,  current  cultural  trends 
suggest  that  ginkgo  will  help  you  recall  the  was  that  was. 


The  Oldest  of  Trees 

Ginkgo  biloba  is  a  star  in  the  current  firmament  of  herbal 
remedies.  It  is  alleged  to  increase  blood  flow  to  the  brain, 
heart,  and  extremities,  to  relieve  impotence,  and  to  improve 
memory  and  brain  function  in  the  early  stages  of  Alzheimer"  s 
disease.'  In  Europe,  it  is  the  herbal  medicine  most  often 
prescribed  by  pharmacists  and  physicians.  It  is  becoming 
more  and  more  popular  in  this  country,  and  is  often  adver- 
tised in  the  lay  press,  especially  on  television. 


Dr.  Mack,  a  member  of  the  Journal's  Editorial  Board,  is  a 
professor  of  pediatrics  at  Wake  Forest  University  School  of 
Medicine.  He  can  be  reached  at  rbmack@wfubmc.edu. 


Although  it  looks  to  Americans  like  a  modem  addition  to 
the  armamentarium  of  alternative  medicines,  this  herb  is  not 
new  at  all.  Ginkgo  is  the  oldest  living  tree  genus,  tracing  its 
roots  (pun  intended)  to  the  Triassic  Period  of  the  Mesozoic 
Era,  when  dinosaurs  roamed  the  earth  and  the  Chicago  Cubs 
were  last  in  the  World  Series.  (Actually,  the  Cubs  last 
appeared  in  the  World  Series  in  1 945,  when  I  was  in  the  Navy, 
far,  far  away.  They  were  in  the  Series  because  millions  of 
other  young  men,  including  major  league  ball  players,  were 
also  far,  far  away — but  that  is  another  story.)  In  any  case,  the 
ginkgo  is  a  very  hardy  tree  and  remarkably  resistant  to 
damage  from  insects,  parasites,  or  pollution.  Following  the 
atomic  bombing  of  Hiroshima  and  Nagasaki  in  1945,  ginkgos 
were  the  only  trees  that  sprouted  new  leaves  from  their 
blackened  stumps  the  following  spring.*  You  might  have 
suspected  as  much  since  it  has  been  around  for  over  two 
hundred  million  years.  Ginkgo  was  declared  "good  for  the 
heart  and  lungs"  in  China's  first  great  herbal,  known  as  the 
Pen  Tsae  Chings  and  attributed  to  the  legendary  emperor. 
Shun  Nung.^  The  sage  allegedly  wrote  this  text  circa  3000 
BC !  And  he  reputedly  tested  herbs  on  himself.  You  guessed 
it:  he  died  after  eating  too  much  of  a  plant  that  subsequently 
was  found  to  be  poisonous. 

Remarkable  claims  are  made  for  the  therapeutic  benefits 
to  be  derived  from  eating  ginkgo.  They  include  the  ameliora- 
tion of  vascular  insufficiency  in  all  the  arteries,  veins  and 
capillaries  of  the  body,  thus  affecting  conditions  like  stroke, 
Alzheimer's  Disease,  memory  loss,  disequilibrium,  loss  of 
concentration,  intellectual  deficit  (the  acquired  kind,  we 
assume),  decreased  blood  supply  to  the  lower  extremities, 
and,  of  course,  impotence — or,  as  it  is  now  more  politico- 
correctly  called,  "erectile  dysfunction."  Many  proponents 
state  that  the  primary  therapeutic  benefit  of  ginkgo  is  the 
increase  of  blood  flow  into  areas  deprived  of  that  vital  fluid. 
Included  in  the  list  of  proposed  benefits  offered  is  even 
improved  hearing  because  of  enhanced  blood  supply  to  the 
auditory  apparatus. 
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How  Does  Ginkgo  Do  Its  Job? 

How,  you  ask,  does  this  ancient  flora  perform  such  amazing 
feats?  It  is  alleged  that  the  leaves  of  G.  hiloba  contain 
terpenoids  and  flavonoids,  which  inactivate  oxygen-free 
radicals,  resulting  in  vasodilation  and  antagonizing  the  ef- 
fects of  the  platelet-activating  factor. ''■'  These  salutary  effects 
are  alleged  to  depend  on  the  proper  balance  of  its  two  active 
ingredients,  flavone  glycosides  and  terpene  lactones.  Ac- 
cording to  the  German  Federal  Health  Agency,  ginkgo  is 
approved  for  over-the-counter  sale  if  the  product  contains  22- 
27%  flavone  glycosides  and  5-7%  terpene  lactones.-"  Users 
should  check  these  numbers  on  the  package  of  the  ginkgo 
product  they  want  to  purchase. 

The  flavone  glycosides  are  a 
type  of  flavoid — substances  found 
in  many  plants  and  fruits,  especially 
citrus  fruits.  They  can  function  as 
"antioxidants,"  a  term  now  popular 
amongst  physicians  and  alternative 
practitioners  as  well.  Apparently, 
we  need  antioxidants  to  thrive  and 
especially  to  thrive  into  senior  citi- 
zen status  and  beyond.  Why  is  it  so 
bad  to  have  oxidants  and  why  do  we 
need  antioxidants?  According  to  the 
"free  radical  theory  of  aging,"*  ag- 
ing reflects  permanent  cellular  dam- 
age from  persistent  and  continuous 
attacks  by  chemical  particles  known 
as  free  radicals.  Our  cells  normally 
have  inherent  defenses  against  such 
enemies — for  example,  glutathione 
peroxidase  and  alpha  tocopherol 
(this  latter  chemical  is  Vitamin  E,  in 
case  you  forgot,  and  that  is  why 
your  own  doctor  may  have  recom- 
mended that  you  take  this  medica- 
tion, now  that  your  odometer  has 
more  miles  on  it). 

Free  radicals  are  not  mysterious.  They  are  merely  mol- 
ecules that  are  missing  an  electron  and  are  frantically  search- 
ing for  another  molecule  from  which  they  can  steal  an 
electron.  In  my  old  "hood,  I  am  sure  the  guys  would  have  tried 
to  steal  electrons,  if  they  knew  what  they  were.  In  any  case, 
the  role  of  antioxidants  is  to  neutralize  the  scavenging  free 
radicals  by  giving  up  one  of  their  electrons.  The  free  radicals 
are  thereby  returned  to  normal  and  stop  their  cellular  maraud- 
ing. Antioxidants  are  thus  chemical  ninjas  that  seek  and 
destroy  free  radicals  and  avert  their  damaging  effects.  Anti- 
oxidants are  very  good  at  what  they  do  but  are  not  perfect; 
many  free  radicals  are  not  destroyed  and  thus  cellular  "junk" 
accumulates,  ultimately  causing  more  disease  and  less  lon- 
gevity. Flavone  glycosides  also,  it  is  believed,  reduce  the 


"stickiness"  of  platelets,  the  property  that  causes  platelets  to 
adhere  to  each  other  and  thus  causes  blood  to  coagulate.'  By 
reducing  stickiness,  these  compounds  improve  circulation 
and  prevent  the  formation  of  blood  clots.  Flavonoids  protect 
blood  vessels  by  increasing  the  strength  of  capillary  walls, 
reducing  inflammation,  and  preventing  blood  cells  and  pro- 
teins from  oozing  out  of  blood  vessels. 

The  other  major  ingredient  in  Ginkgo  biloba  extract  is 
the  terpene  lactones,  present  in  the  form  of  bilobalides  and 
ginkgolides.  These  chemicals  offset  processes  that  lead  to  the 
formation  of  unwanted  blood  clots;  they,  too,  improve  circu- 
lation to  the  brain  and  other  vital  organs,  increase  the  supply 
of  oxygen  to  the  tissues,  and  enhance  glucose  uptake.  Lac- 
tones protect  nerve  cells  from  dam- 
age caused  by  brief  periods  of  oxy- 
gen deprivation,  lessen  the  risk  of 
incurring  ...  of  incurring  ...  a 
cerebrovascular  accident.  (Excuse 
me,  I  think  I  just  had  an  incident: 
my  grand-daughter  called  about  a 
Madame  Alexander  doll,  selling 
for  $175,  and  I  guessed  I  blacked 
out  for  a  few  seconds.)  To  the 
lactones  go  the  credits  for  ginkgo' s 
alleged  ability  to  improve  memory 
and  memory  functioning.  In  an  era 
of  neurotransmitter  knowledge  and 
neuroreceptors,  it  is  gratifying  that 
the  ginkgo  mavens  believe  that 
this  herb  works  through  interac- 
tion with  receptors  and  via  enzyme 
inhibition. 


The  Dark  Side  of 
Ginkgo 


Gingko  biloba.  Adapted  from  Maino  &  Howard 
Ornamental  Trees,  U.  California  Press,  1972. 


The  kinetics  of  ginkgo  toxicity  may 
be  of  interest  to  some  readers.  The 
onset  of  central  nervous  system 
action  occurs  one  hour  after  ingestion  of  a  usual  dose  ( say,  40 
mg).  Peak  absorption  occurs  by  2-3  hours  and  the  total 
duration  of  action  is  7  hours.  Between  70-100%  of  ingested 
ginkgo  becomes  bioavailable,  which  is  not  bad."  Clinical 
adversities  -  and  there  are  many  —  include  palpitations, 
dizziness,  headache,  restlessness,  atonia,  seizures  (reported 
in  children),  subdural  hematomas,  stomatitis,  cheilitis,  urti- 
caria, vomiting,  diarrhea,  proctitis,  and  hyphema.'  (No  thanks, 
I  pass.  Do  not  give  me  any.  I  have  most  of  those  symptoms 
already.)  Any  patient  who  develops  neurological  symptoms 
after  ingesting  ginkgo  should  be  admitted  for  observation.  If 
the  patient  is  seen  soon  after  ingestion,  giving  activated 
charcoal  by  mouth  might  be  helpful.  There  is,  of  course,  no 
specific  antidote.  If  you  are  confronted  in  the  Emergency 
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Department  with  a  child  who  has  eaten  ginkgo  seeds  or 
kernels  and  has  CNS  abnormalities,  one  author  suggests 
giving  pyridoxine,  believing  that  the  adverse  effects  could  be 
caused  by  4-0-methylpyridoxine,  an  antipyridoxine  com- 
pound." 

One  of  the  more  worrisome  aspects  of  taking  ginkgo  is 
that  it  inhibits  platelet  activating  factor  and  thus  may  cause 
bleeding.  This  side-effect  is  even  more  frightening  in  patients 
who  also  take  anticoagulants  like  warfarin.  Some  older 
people  take  ginkgo  because  they  believe  it  enhances  memory, 
improves  circulation,  and  enhances  sexual  prowess,  but  these 
are  the  same  people  who  also  take  drugs  like  warfarin.'"  The 
public  needs  more  warning  than  it  is  getting  at  present.  The 
American  Herbal  Product's  Botanical  Safety  Handbook" 
classifies  this  herb  as  2-d,  which  means  it  may  potentiate 
pharmaceutical  MAO  inhibitors. 


Where  Am  I?  Who  Are  These  People? 

Now  where  was  I?  I  seem  to  have  forgotten  my  point.  ("Dear, 
is  it  time  for  your  little  ginkgo  pill?")  Gosh.  I  feel  better  now. 
In  any  case,  let  us  remember  Proust  once  more.  A  la  recherche 
du  temps  perdu  is  considered  a  major  achievement  of  modem 
fiction  and  has  much  influenced  the  novels  of  our  century. 
The  story  concerns  the  irretrievability  of  time  lost,  the  emp- 
tiness of  love  and  friendship,  the  loss  of  innocence  through 
experience,  and  the  triumph  of  sin  and  despair.  In  spite  of  so 
many  depressing  thoughts,  Proust  concluded  that  every  day 
of  life  is  important,  full  of  moral  joy  and  beauty.  He  believed 
that,  though  these  positive  features  could  be  lost  by  the  faults 
inherent  in  human  nature,  they  are,  ultimately,  recoverable. 


My  favorite  quote  of  his  reads:  "The  real  voyage  of  discovery 
consists  not  in  seeking  new  landscapes,  but  in  having  new 

eyes."'-  O 
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TOXIC      ENCOUNTERS 


Fouling  Our  Nest 

Geographic  and  Temporal  Patterns  of  Toxic  Industrial 
Chemicals  Released  in  North  Carolina,  1988-1994 

Diane  Marie  M.  St.  George,  PliD,  Steven  B.  Wing,  PhD,  Denise  Riedel  Lewis,  PhD 


Every  year,  manufacturing  plants  discharge  large  amounts  of 
toxic  chemicals  into  the  environment.  For  example,  in  1 994, 
over  2  billion  pounds  of  such  waste  were  released  nation- 
wide.' Since  1987,  large  manufacturers  have  been  required 
by  law  to  report  annually  on  selected  chemicals  transferred 
off  site  or  released  into  air,  land,  water  or  underground 
injection  wells.'  Chemicals  known  or  likely  to  cause  signifi- 
cant adverse  acute  or  chronic  health  effects  (including  can- 
cer, congenital  anomalies,  reproductive  effects,  neurological 
disorders,  and  heritable  genetic  mutations)  and  those  posing 
a  significant  threat  to  the  environment  must  be  reported.  In 
1994  the  list  included  343  chemicals  in  22  categories.  The 
annual  reports  are  compiled  by  the  United  States  Environ- 
mental Protection  Agency  (EPA)  into  a  database  known  as 
the  Toxics  Release  Inventory  (TRI). 

The  TRI  does  not  assess  actual  human  exposure,  only  the 
type  and  amount  of  material  released  into  the  environment. 
Released  chemicals  may  or  may  not  affect  residents  of  nearby 
communities,  but  individuals  living  near  sites  of  release  are 
at  risk  of  exposure  by  ingestion,  absorption  or  inhalation. - 
This  means  there  is  a  continuing  need  for  surveillance  of 
emissions  (and  the  populations  at  risk),  especially  in  states 
with  extensive  manufacturing  industries.  North  Carolina  is 
such  a  state  and  is  among  the  leaders  in  TRI  emissions.  In 
1994,  NC  ranked  eighth  nationally  in  numbers  of  facilities 
and  sixth  in  terms  of  mass  of  air,  water,  and  land  releases.' 

Because  of  the  potential  health  consequences  of  toxic 
chemicals  in  the  environment,  we  evaluated  the  temporal 
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trend  and  the  geographic  distribution  of  TRI  facilities  and 
emissions  in  North  Carolina  in  order  to  estimate  the  potential 
for  human  exposure  throughout  the  state. 


Methods 

We  used  the  US  EPA  TRI  database  (available  on  CD-ROM) 
to  gather  data  on  manufacturing  facilities.  US  manufacturers 
must  report  to  the  TRI  if  they  employ  more  than  9  full-time 
staff,  if  they  manufacture  or  process  more  than  25.000 
pounds  or  use  more  than  10,000  pounds  of  a  reportable 
chemical  in  a  calendar  year,  and  if  they  are  privately  owned 
entities  covered  by  Standard  Industrial  Classification  (SIC) 
codes  20-39.  Since  1994,  all  federal  facilities  must  also 
report.  We  included  data  from  any  manufacturing  facility  in 
North  Carolina  that  submitted  at  least  one  chemical  report  to 
the  TRI  database  between  1988-1994.  Eight  facilities  were 
subsequently  eliminated  from  the  dataset;  two  because  they 
were  federal  facilities  and  six  because  they  were  wastewater 
treatment  plants  rather  than  privately  owned  manufacturers. 

Temporal  patterns  of  TRI  releases  and  numbers  of  facili- 
ties were  qualitatively  evaluated  by  examining  graphs  of 
releases  over  time.  The  variability  in  the  numbers  of  facilities 
was  negligible,  therefore  we  estimated  only  the  percent 
change  in  quantities  released  over  the  seven-year  period. 

Manufacturing  facilities  throughout  the  state  of  NC  were 
located  on  maps  using  Geographic  Information  Systems 
software  ( ArcView  version  3.0).  The  manufacturing  site  map 
was  overlaid  with  data  on  state  region  and  urbanicity  (calcu- 
lated using  a  10-point  rural-urban  continuum  code — see 
Table  1).  The  10-point  continuous  code  is  more  appropriate 
than  a  categorical  rural/urban/suburban  classification  be- 
cause it  takes  into  account  US  Office  of  Management  and 
Budget  metropolitan/non-metropolitan  designations,  popu- 
lation size,  and  proximity  to  populous  regions.- 
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Table  1.  Rural-Urban  Continuum  Code  (RUCC) 

0  =  Metropolitan-Central  counties  of  metropolitan  areas  of  1  million  population  or  more 

1  =  Metropolitan-Fringe  counties  of  metropolitan  areas  of  1  million  population  or  more 

2  =  Metropolitan-Counties  in  metropolitan  areas  of  250,000-1  million  population 

3  =  Metropolitan-  Counties  in  metropolitan  areas  of  fewer  than  250,000  population 

4  =  Non-metropolitan-Urban  population  of  20,000  or  more,  adjacent  to  a  metropolitan  area 

5  =  Non-metropolitan-Urban  population  of  20,000  or  more,  not  adjacent  to  a  metropolitan  area 

6  =  Non-metropolitan-Urban  population  of  2,500-19,999,  adjacent  to  a  metropolitan  area 

7  =  Non-metropolitan-Urban  population  of  2,500-19,999,  not  adjacent  to  a  metropolitan  area 

8  =  Non-metropolitan-Completely  rural  or  <2,500  urban  population,  adjacent  to  a  metropolitan  area 

9  =  Non-metropolitan-Completely  rural  or  <2,500  urban  population,  not  adjacent  to  a  metropolitan 

area 


The  region  of  the  state  was  of  interest  because  North 
Carolina  consists  of  four  regions;  Mountains,  Piedmont, 
Coastal  Plain,  and  Tidewater.  Each  region  has  unique 
physiographic,  economic,  and  sociodemographic  at- 
tributes.""-^  The  Mountain  region  (part  of  the  Appalachian 
chain)  is  largely  rural.  The  population  is  predominantly 
White  and  has  the  highest  proportion  of  adults  aged  60  and 
older  among  the  four  regions.  The  Piedmont  contains 
44%  of  the  land  area  and  the  majority  of  the  population. 
It  is  the  most  urban  region  and  the  hub  of  the  state's 
commercial  and  governmental  activity.  Median  family 
income  is  highest  in  the  Piedmont.  The  Coastal  Plain, 
lying  immediately  east  of  the  Piedmont,  is  mainly  rural, 
has  the  highest  proportion  of  African  Americans,  and  has 
the  lowest  median  family  income  in  the  state.  The  Tide- 
water region  borders  the  Atlantic  and  includes  the  barrier 
islands  of  the  Outer  Banks.  It  has  a  large  minority  and 
older  aduh  population. 


Results 

From  1988  throughl994,  1,386  manufacturing  facilities 
submitted  a  total  of  21,538  chemical  reports  to  the  TRI. 
The  number  of  chemicals  reported  varied  from  1  to  166 
per  facility  (mean  =  16);  9%  of  the  facilities  submitted 
only  a  single  report  during  the  seven-year  period;  46% 
submitted  2  to  10  reports;  and  45%  submitted  more  than 
10  reports  each. 

Table  2  shows  a  statewide  ranking  of  the  primary  SIC 
codes  reported  by  the  TRI  facilities.  The  most  common  type 
of  manufacturing  activity  in  the  state  was  textile,  followed  by 
chemical,  furniture  and  then  plastics  manufacturing.  To- 
gether these  four  accounted  for  over  half  of  all  manufacturing 
facilities. 


Table  2.  Primary  Standard  Industrial 

Classification  (SIC)  codes  for  NC  TRI  facilities 

SIC  code  and  name 

Number 

22:  Textiles 

206(15%) 

28.  Chemicals 

196(14%) 

25:  Furniture 

158(11%) 

30:  Plastics 

149(11%) 

20:  Food 

93  (7%) 

34:  Fabricated  metals 

86  (6%) 

36:  Electrical  equipment 

84  (6%) 

35:  Machinery 

63  (5%) 

37:  Transportation  equipment 

58  (4%) 

24:  Lumber 

55  (4%) 

32:  Stone/clay/glass 

45  (3%) 

33:  Primary  metals 

43  (3%) 

27:  Printing 

31  (2%) 

26:  Paper 

28  (2%) 

21:  Tobacco 

27  (2%) 

39:  Miscellaneous 

18(1%) 

38:  Measurement/photo 

17(1%) 

23:  Apparel 

12(1%) 

31:  Leather 

7(<1%) 

29:  Petroleum 

6(<1%) 

No  codes  20-39 

4(<1%) 

Total 

1386 

North  Carolina  TRI  facilities  released  approximately 
365,000  metric  tons  (one  metric  ton  =  2,204.6  pounds)  of 
chemicals  into  the  environment  between  1988  and  1994. 
Most  (79%)  of  the  releases  were  into  the  air.  One-fifth  of  the 
total  mass  (approximately  73,800  metric  tons)  was  deposited 
on  land  and  only  1%  (3,400  metric  tons)  was  discharged  into 
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Figure.  Yearly  emission  of  toxic  material  in  North  Carolina^ 


bodies  of  water.  There  was  a  substantial,  linear  de- 
crease in  reported  emissions  over  thie  study  period 
(Figure).  Between  1988  and  1994,  total  reported  emis- 
sions decreased  by  40.3%. 

Ninety-one  of  North  Carolina"  s  1 00  counties  filed 
at  least  one  TRI  report  during  the  study  years;  nine 
filed  none.  Among  counties  with  facilities,  the  average 
number  of  facilities  per  year  (that  is,  the  total  number 
of  facilities  reporting  divided  by  the  seven  years  in  the 
study  period)  varied  from  0.14  to  78.3.  Half  of  the 
counties  averaged  fewer  than  5  facilities  per  year.  The 
number  of  facilities  and  quantity  of  reported  emissions 
varied  according  to  the  Rural-Urban  Continuum  Code 
ranking  of  counties  (Table  3).  In  general,  metropolitan 
counties  and  those  adjacent  to  them  released  more 
emissions  and  reported  more  facilities  than  rural  coun- 
ties. 

Table  4  documents  the  distribution  of  TRI  facili- 
ties and  emissions  by  region.  The  Piedmont  region  had 
the  most  facilities  per  county  and  ranked  second  in 
average  amount  of  material  reported  released  per 
county.  It  was  also  the  most  populous  region,  with 
greater  than  half  the  population  of  the  state.  Interest- 
ingly, the  Tidewater  region  ranked  last  in  terms  of 
number  of  facilities  per  county  but  first  in  terms  of 
reported  releases  per  county.  There  are  1 8  counties  in 
that  region;  six  had  no  manufacturing  facilities,  and 
three  of  the  remaining  12  accounted  for  96%  of  the 
material  reported  released  in  the  region.  These  three 


Table  3. 

Number  of  TRI  facilities  and  quantity  of  reported  emissions 

by  Rura 

l-Urban  Continuum  Code,  1988-1994 

RUCC* 

No.  Counties         Nc 

.TRI  Facilities 

Facllltles/County 

Reported  Releases' 

Rel 

eases'/County 

0 

3 

177(13%) 

59.0 

18,926(5%) 

6,309 

1 

4 

70  (5%) 

17.5 

8,004  (2%) 

2,001 

2 

18 

526  (38%) 

29.2 

114,323  (31%) 

6,351 

3 

10 

164(12%) 

16.4 

87,779  (24%) 

8,778 

4 

7 

143  (10%) 

20.4 

-        14,690(4%) 

2,099 

5 

1 

9(<1%) 

9.0 

3,617(1%) 

3,617 

6 

23 

200(14%) 

8.7 

104,541  (29%) 

4,545 

7 

12 

67  (5%) 

5.6 

8,771  (2%) 

731 

8 

9 

12(1%) 

1.3 

284  (<1%) 

32 

9 

13 

18(1%) 

1.4 

4,116(1%) 

317 

TOTAL 

100 

1386(100%) 

13.9 

365,051  (100%) 

*See  Tab 

le  1  for  definitions 

'Metric  tons  of  toxic  material 

5  released  over  7 

years 
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Table  4.  Regional  distribution  of  TRI  facilities  and 

quantity  of 

reported  emissions,  1988-1994 

Region 

Counties 

Population* 

TRI  Facilities 

Facilities/Co. 

Reported  Releases* 

ReleasesVCo. 

Tidewater 

18 

0.7 

64  (5%) 

3.6 

130,664(36%) 

7,259 

Coastal 

23 

1.3 

210(15%) 

9.1 

49,162(14%) 

2,137 

Piedmont 

35 

3.7 

902  (65%) 

25.8 

125,151  (34%) 

3,576 

Mountain 

24 

0.9 

210(15%) 

8.8 

60,074(17%) 

2,503 

Total 

100 

6.6 

1386 

13.9 

365,051 

*Millions 

'Metric  tons  of  toxic  materials  released 

over  7  years 

counties,  the  1st,  2nd,  and  4th  leading  releasers  in  the  state, 
had  34  facilities,  half  of  which  were  chemical  plants.  Chemi- 
cal plants,  which  released  an  average  of  800  metric  tons  of 
waste  apiece,  were  second  only  to  paper  factories  (1,400 
metric  tons)  in  total  amounts  released,  and  ahead  of  leather 
(400  metric  tons)  and  furniture  (300  metric  tons)  industries. 


Discussion 

This  paper  documents  the  geographic  and  temporal  patterns 
of  the  release  of  toxic  chemicals  from  North  Carolina  manu- 
facturing facilities  from  1988  thi'ough  1994.  The  findings 
provide  a  framework  for  understanding  the  potential  impact 
of  such  releases  on  the  population  of  North  Carolina.  The 
actual  impact  will  depend  on  a  number  of  factors  including 
the  distribution  of  manufacturing  facilities  relative  to  the 
population;  the  behavior  of  individual  chemicals  in  the  envi- 
ronment; the  magnitude,  methods,  rates  and  routes  of  release 
chemicals;  the  climatic  conditions  at  the  time  of  release;  the 
topography  of  the  landscape;  and  population  behavior.  We 
evaluated  only  one  component,  the  spatial  distribution  of 
facilities  and  emissions  relative  to  the  distribution  of  popula- 
tions. 

We  found  that  1,386  manufacturing  facilities  reported 
emitting  over  365,000  metric  tons  of  toxic  chemicals  into  the 
environment  over  a  seven-year  period.  That  number  needs  to 
be  interpreted  in  context.  For  instance.  North  Carolina  ranks 
ninth  nationally  in  number  of  facilities  but  sixth  in  the  mass 
of  material  released,  implying  a  relative  excess  of  release.  On 
the  other  hand.  North  Carolina  has  seen  an  overall  reduction 
in  yearly  emissions  since  1988.  Part  of  this  trend  may  reflect 
"phantom  reductions"  (paper  decreases  due  to  changes  in 
accounting  methods,  or  decreased  production,  or  use  of  waste 
management  techniques  that  do  not  require  reporting).^  A 
survey  of  1 ,206  facilities  reporting  in  1 989  and  1 990  showed 
that  about  half  the  decrease  in  emissions  was  attributable  to 
changes  in  production  and  reduction  of  waste  production; 
2.59c  was  due  to  changes  in  methods  of  measurement;  and 


nearly  half  to  unmeasured  factors  such  as  changed  reporting 
requirements  or  reporting  errors.'  However,  the  magnitude  of 
continuing  emissions  is  still  high  enough  to  prompt  concern 
about  potential  human  exposure  and  harm. 

We  have  attempted  to  evaluate  the  potential  for  human 
exposure  by  comparing  the  geographic  distribution  of  the 
facilities  and  their  emissions  with  the  distribution  of  the 
population.  Not  surprisingly,  these  analyses  show  that  urban 
areas  have  more  facilities  and  more  emissions,  consistent 
with  the  previously  identified  positive  relationship  between 
population  density  and  TRI-reporting  facilities.*'"  However, 
in  other  states  more  TRI  facilities  are  located  in  rural  areas. 
For  instance,  Indiana  has  rural  areas  with  extensive  industrial 
development  and  these  areas  tend  to  have  high  emissions  of 
certain  chemicals. ' '  Discrepancies  in  geographic  distribution 
of  industry  probably  result  in  part  from  two  forces  driving 
industry  siting;  a  need  for  access  to  transportation  and  a  desire 
for  cheap  labor  and  cheap  land.'-  '^  Both  can  often  be  found 
in  urban  areas,  but  in  some  circumstances  rural  areas  appear 
to  afford  more  desirable  sites. 

The  discrepancy  between  number  of  facilities  and  rela- 
tive emissions  across  regions  (Table  4)  implies  that  research 
into  the  population  impact  of  TRI  manufacturers  should 
consider  both  the  numbers  of  facilities  and  the  amount  of 
toxic  releases.  It  may  seem  obvious  that  different  facilities 
will  emit  differing  amounts  of  chemicals,  but  some  facilities 
that  "manufacture,  process  or  use"  listed  chemicals  in  amounts 
that  exceed  the  reporting  threshold  may  report  zero  emis- 
sions, because  they  estimate  that  none  of  the  material  was 
released  into  the  environment.  Still,  the  mere  fact  that  the 
chemical  is  used  means  there  is  a  potential  for  accidental 
release.  The  discrepancy  between  number  of  facilities  and 
emission  quantities  highlights  the  fact  that  some  industries 
represent  more  of  an  exposure  threat  than  others.  For  in- 
stance, communities  with  paper  and  chemical  plants,  which 
have  the  largest  reported  releases,  should  be  prime  targets  for 
surveillance  measures. 

The  pattern  of  TRI  facility  distribution  in  the  state  of 
North  Carolina  suggests  a  direction  for  future  public  health 
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efforts.  First,  manufacturing  industries  and  toxic  releases  are 
located  preferentially  in  metropolitan  areas.  Urban  areas  will 
bear  careful  monitoring,  but  surveillance  must  not  be  limited 
to  those  areas  because  that  would  miss  rural  communities 
with  substantial  manufacturing  industry.  Second,  the  TRI 
database  can  be  used  to  monitor  potential  human  exposure  to 
toxic  waste  chemicals,  but  it  is  important  to  consider  both  the 
number  of  facilities  and  the  quantity  of  emissions  since  either 
may  point  to  areas  of  concern.  Third,  the  amount  of  reported 
waste  emissions  has  been  declining,  but  these  findings  need 
validation.  This  means  continued  surveillance  as  a  way  of 
minimizing  community  exposures  and  evaluating  the  effects 
of  changes  in  TRI  reporting  requirements.  Fourth,  research 
into  actual  as  well  as  theoretical  pathways  through  which 
waste  travels  from  its  source  into  human  populations  is 
crucial  to  making  accurate  quantitative  estimates  and  in 
placing  realistic  values  on  the  magnitude  of  risk  borne  by 
communities  that  host  manufacturing  facilities.  Lastly,  there 
remain  a  number  of  inadequately  explored  issues  related  to 


the  socioeconomic  and  demographic  composition  of  com- 
munities hosting  TRI  facilities.  We  need  to  evaluate  the 
population  characteristics  and  patterns  of  exposure  that  may 
place  the  most  vulnerable  among  us  at  the  highest  risk.     O 
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THE      WAY      WE      WERE 


Ephraim  McDowell,  Jane  Todd  Crawford, 
and  the  Origins  of  Oophorectomy 

Connette  P.  McMahon,  MSIV 


Ovarian  cancer  kills  more  women  in  the  US  than  all  other 
gynecologic  malignancies  combined.  In  1996,  there  were 
26,700  new  cases  of  and  1 4,800  deaths  due  to  ovarian  cancer. 
In  contrast,  there  were  34,000  new  cases  of  endometrial 
cancer  in  that  year,  but  only  6,000  deaths  from  endometrial 
cancer;  1 5 ,700  new  cases  of  cervical  cancer  and  4,900  deaths 
due  to  cervical  cancer.  The  discrepancy  in  survival  between 
ovarian,  uterine,  and  cervical  can- 
cers is  due  to  a  number  of  factors, 
including  difficulty  in  detection  and 
poor  response  to  treatment. 

In  the  United  States,  the  inci- 
dence of  ovarian  cancer  is  20/ 
100,000  women  aged  30-50  years; 
the  incidence  is  50/ 1 00,000  women 
older  than  50  years.  The  mean  age 
at  diagnosis  is  59.  Over  their  life- 
times, American  women  have  a  1 
in  70  probability  of  developing 
ovarian  cancer. 

The  designation  "ovarian  can- 
cer" covers  several  kinds  of  ova- 
rian neoplasms,  including  those 
which  arise  from  the  mesothelium 
covering  the  ovary,  those  which 
originate  from  germ  cells  within 
the  ovary,  and  those  which  arise 
from  the  cortical  mesenchymal 

stroma  of  the  ovary.  Oophorectomy  is  the  surgical  mainstay 

of  treatment  for  all  types  of  ovarian  cancer. 

In  1595  Schench  reported  the  case  of  an  amenorrheic 

young  girl  with  a  large  ovarian  tumor,  and  that  of  another 

patient  whose  ovary  contained  hair,  wax,  pus,  and  fluid. 


Ms.  McMahon  is  a  fourth-year  medical  student  at  Duke 
University.  She  can  be  reached  at  cpm@acpub.duke.edu. 


Ephraim  McDowell  (1771-1830) 


Theden  made  the  first  recorded  attempt  at  oophorectomy  in 
1771,  but  the  first  successful  attempt  at  curative  ovarian 
surgery  occurred  nearly  40  years  later.  That  success  is  gener- 
ally attributed  to  Ephraim  McDowell  who,  despite  never 
having  completed  his  formal  medical  training,  is  considered 
to  be  the  father  of  oophorectomy  and  abdominal  surgery.  Not 
the  first  to  perform  the  operation,  he  nonetheless  deserves 
credit  for  putting  it  securely  into 
the  surgical  armamentarium. 

McDowell  was  born  in 
Rockbridge  County,  Virginia,  on 
November  11,  1771,  the  ninth  of 
twelve  children.  He  attended  local 
schools  in  Virginia  and,  after  his 
parents  moved  in  1783,  in  Danville, 
Kentucky.  McDowell  later  studied 
medicine  under  the  direction  of  a 
Dr.  Humphreys  of  Staunton,  Vir- 
ginia, and,  as  was  the  practice  for 
"well-trained"  physicians  of  the 
day,  pursued  further  medical  stud- 
ies at  the  University  of  Edinburgh, 
in  1 793- 1 794.  He  returned  to  Ken- 
tucky and  commenced  a  medical 
practice  in  Danville  in  1795. 

In  December  1 809  McDowell 
was  asked  to  see  in  consultation 
Jane  Todd  Crawford  (a  cousin  of 
Abraham  Lincoln's  wife)  who  was  believed  to  be  pregnant. 
Mrs.  Crawford,  bom  December  23, 1763,  was  45  years  old  at 
the  time.  On  examination  per  vagina  McDowell  felt  nothing 
in  the  patient"  s  uterus,  and  diagnosed  an  enlarged  ovary  as  the 
cause  of  Mrs.  Crawford's  enlarged  abdomen.  He  asked  the 
patient  to  come  to  his  home  in  Danville  to  have  the  ovary 
removed.  In  an  act  of  remarkable  faith  and  heroism.  Mrs. 
Crawford  traveled  60  miles  by  horseback  in  winter  to  un- 
dergo abdominal  surgery  without  anesthesia. 
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In  a  span  of  25  minutes  on  December  25. 1 809.  McDowell, 
assisted  by  his  nephew  Dr.  James  McDowell  but  without 
benefit  of  anesthesia  or  today's  antiseptics,  successfully 
removed  over  22  pounds  of  fluid  and  an  ovarian  tumor  from 
the  patient's  abdomen.  The  surgery  was  successful,  and  Mrs. 
Crawford  was  walking  around  McDowell's  home  five  days 
after  her  surgery.  She  lived  for  three  more  decades  (the  date 
of  her  death  is  uncertain,  but  is  generally  recorded  as  between 
1841-1843).  Much  to  his  credit.  McDowell  realized  the 
importance  of  adequate  exposure  of  the  surgical  site,  hemo- 
stasis.  separation  and  removal  of  the  tumor  from  normal 
tissue,  the  need  to  regulate  body  temperature  by  warming  the 
patient's  intestines  before  returning  them  to  the  abdomen, 
and  closure  of  the  abdomen. 

McDowell  recorded  this  first  oophorectomy,  together 
with  two  later  cases,  in  "Three  cases  of  extirpation  of  dis- 
eased ovaria"  (see  sidebar).  McDowell  was  elected  a  member 


of  the  Medical  Society  of  Philadelphia  in  1817  and  became  a 
founder  and  trustee  of  Centre  College  of  Kentucky.  In  1825, 
the  University  of  Maryland  awarded  him  an  honorary  MD 
degree.  He  died  in  Danville  on  June  20,  1 830.  The  Kentucky 
State  Medical  Society  erected  a  monument  in  his  memory  in 
McDowell  Park  in  Danville  in  1879.  The  state  of  Kentucky 
donated  a  statue  of  McDowell,  which  was  unveiled  in  the 
Statuary  Hall  of  the  U.S.  Congress  on  March  3,  1929.  where 
it  can  be  seen  today.  3 
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IVIcDowell's  Original  Report  of  the  Operation  on  Mrs.  Crawford 

"In  December,  1809,  I  was  called  to  see  a  Mrs.  Crawford,  who  had  for  several  months  thought  herself 
pregnant.  She  was  affected  with  pain  similar  to  labour  pains,  for  which  she  could  find  no  relief.  So  strong  was 
the  presumption  of  her  being  in  the  last  stage  of  pregnancy,  that  two  physicians,  who  were  consulted  in  her  case, 
requested  my  aid  in  delivering  her.  The  abdomen  was  considerably  enlarged,  and  had  the  appearance  of 
pregnancy,  though  the  inclination  of  the  tumour  was  to  one  side,  admitting  of  an  easy  removal  to  the  other. 
Under  examination,  per  vaginam  I  found  nothing  in  the  uterus;  which  induced  the  conclusion  that  it  must  be 
an  enlarged  ovarium.  Having  never  seen  so  large  a  substance  extracted,  nor  heard  of  any  attempt,  or  success 
attending  any  operation  such  as  this  required,  I  gave  to  the  unhappy  woman  information  of  her  dangerous 
situation.  She  appeared  willing  to  undergo  an  experiment,  which  I  promised  to  perform  if  she  would  come  to 
Danville  (the  town  where  I  live),  a  distance  of  sixty  miles  from  her  place  of  residence.  This  appeared  almost 
impracticable  by  any,  even  the  most  favorable  conveyance,  although  she  performed  the  journey  in  a  few  days 
on  horseback. 

"With  the  assistance  of  my  nephew  and  colleague,  James  M'Dowell,  M.D.,  I  commenced  the  operation, 
which  was  concluded  as  follows:  Having  placed  her  on  a  table  of  the  ordinary  height,  on  her  back,  and  removed 
all  her  dressing  which  might  in  any  way  impede  the  operation,  I  made  an  incision  about  three  inches  from  the 
musculus  rectus  abdominis,  on  the  left  side,  continuing  the  same  nine  inches  in  length,  parallel  with  the  fibres 
of  the  above  named  muscle,  extending  into  the  cavity  of  the  abdomen,  the  parietes  of  which  were  a  good  deal 
contused,  which  was  ascribed  to  the  resting  of  the  tumour  on  the  horn  of  the  saddle  during  the  journey.  The 
tumour  then  appeared  in  full  view,  but  was  so  large  that  we  could  not  take  it  away  entire.  We  put  a  strong 
ligature  around  the  fallopian  tube  near  to  the  uterus;  we  then  cut  open  the  tumour,  which  was  the  ovarium  and 
the  f imbrious  part  of  the  fallopian  tube  very  much  enlarged.  We  took  out  fifteen  pounds  of  a  dirty,  gelatinous 
looking  substance.  After  which  wecutthrough  the  fallopian  tube  and  extracted  the  sack,  which  weighted  seven 
pounds  and  one-half.  As  soon  as  the  external  opening  was  made,  the  intestines  rushed  out  upon  the  table;  and 
so  completely  was  the  abdomen  filled  by  the  tumour,  that  they  could  not  be  replaced  during  the  operation, 
which  was  terminated  in  about  twenty-five  minutes. 

"We  then  turned  her  upon  her  left  side,  so  as  to  permit  the  blood  to  escape;  after  which,  we  closed  the 
external  opening  with  the  interrupted  suture,  leaving  out,  at  the  lower  end  of  the  incision,  the  ligature  which 
surrounded  the  fallopian  tube.  Between  every  two  stitches  we  put  a  strip  of  adhesive  plaster,  which,  by  keeping 
the  parts  in  contact,  hastened  the  healing  of  the  incision.  We  then  applied  the  usual  dressings,  put  her  to  bed, 
and  prescribed  a  strict  observance  of  the  antiphologistic  regime. 

"In  five  days  I  visited  her,  and  much  to  my  astonishment  found  her  engaged  in  making  up  her  bed.  I  gave 
her  particular  caution  for  the  future;  and  in  twenty-five  days,  she  returned  home  as  she  came,  in  good  health, 
which  she  continues  to  enjoy." 


*£x/ect  Repert.  Analyt.  Rev.  1817:7:242-4,  reprinted  in  Med.  Classics  138:2:651-3. 
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I  Smoking  Cessation 

I    "It's  the  Right  Time" 


by  Kam  L.  Capoccia,  PharmD,  Adam  O.  Goldstein,  MD,  and  Timothy  J.  Ives,  PharmD,  MPH 


Each  year,  snnol<ing  accounts  for  more 
than  430,000  deaths  nationwide.  This  equals 
1  out  of  every  5  deaths.  Smoking  results  in  life- 
threatening  diseases  such  lung  or  bladder 
cancer,  chronic  obstructive  lung  disease 
(COPD),  emphysema, 
high  blood  pressure, 
heart  disease,  ulcers, 
and  progression  of 
asthma.  Despite  the 
fact  that  one  of  two 
smokers  will  die  from 
their  smoking,  47  million 
adults  are  still  addicted 
to  smoking  in  the  United 
States.  In  this  article, 
we  will  review  different 
ways  to  help  you  quit 
using  tobacco. 

Deciding  to  quit 
smoking  is  the  most  im- 
portant and  first  step  for 
success.  Research 
shows  that  if  you  have  a 
quit  date  and  a  defi- 
nite plan,  you  will  increase  the  chances  of 
quitting.  It  takes  many  people  4-5  times  of 
trying  to  quit  before  final  success.  Cutting 
down  on  the  amount  of  cigarettes  yousmoi<e 
each  day  does  not  in  most  cases  heip  you 
quit  smol<ing.  Most  people  when  they  cut 
down  inhale  the  remaining  cigarettes  more 
deeply,  more  quickly  and  longer,  leading  to 
even  higher  levels  of  some  cancer-causing 
agents.  Therefore,  make  a  quit  date,  and  on 


the  day  you  quit,  do  not  smoke  any  more 
cigarettes. 

Because  nicotine  is  addicting,  medica- 
tions—both prescription  and  over-the- 
counter—  may  help 
you  quit  smoking.  Use 
of  medication  may  in- 
crease your  chance  of 
successfully  quitting 
smoking  by  25%.  In  the 
table  on  the  next  page, 
and  in  the  paragraphs 
below,  we  list  and  de- 
scribe the  most  impor- 
tant products  available 
to  help  you  quit  smok- 
ing or  chewing  to- 
bacco. It  is  important 
to  ask  your  doctor 
about  the  specific  dos- 
ages most  appropri- 
ate for  you. 

Nicorette  is  a  non- 
prescription, nicotine- 
based  gum  which  is  available  in  2mg  and 
4mg  strengths.  The  gum  should  be  chewed— 
with  breaks— over  30  minutes.  It  can  be  held 
in  the  cheek  when  not  being  chewed.  It  must 
be  chewed  slowly  for  the  proper  effect;  one 
piece  of  gum  can  be  chewed  every  1-2 
hours  if  needed.  After  2-3  months  of  using  the 
gum,  patients  should  start  weaning  them- 
selves. Common  side  effects  include  mouth 
soreness,  hiccups,  jaw  ache  and  heartburn. 
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The  authors  are  from  the  Dept.  of  Family  Medicine,  UNC-Chapel  Hill  School  of  Medicine.  Dr.  Goldstein  can  be 
reached  there  at  CB  7595,  Chapel  Hill   27599;  tel:   919/929-2086;  email:  aog@med.unc.edu 
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Table.  Common  aids  for  smoking  cessation,  with  dosages,  costs,  and  prescription  status. 


Product 


Availability  Dosages 

over-the-counter       prescription 


Costs 


Nicorette  gum 

X 

2,  4  mg 

lOSpieces   $50-60 

Nicotrol  patch 

X 

15,  10,  5mg 

14  patches  $50 

Habitrol  patch 

X 

21,  14,  7mg 

14  patches  $50 

Nicoderm  CQ  patch 

X 

21,  14,  7mg 

14  patches  $50 

Prostep  patch 

X 

22,  11  mg 

14  patches  $50 

Nicotrol  nasal  spray 

X 

0.5  mg/spray 

1  unit  $45-50 

Nicotrol  inhaler 

X 

4  mg/cartridge 

42   cartgs.  $45-50 

Zyban 

X 

150  mg/tab 

60  tablets  $110 
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Nicotrol,  Habitrol,  Prostep  and  Nicoderm 
CQ  are  nicotine  patches.  Patches  should  be 
applied  to  a  clean,  dry,  hairless  area  of  the 
body.  The  site  of  application  should  be  ro- 
tated daily.  Nicotrol  should  be  used  for  16 
hours  each  day  (removed  at  bedtinne)  while 
Nicoderm  CQ,  Prostep,  and  Habitrol  can  be 
v\/orn  all  day  and  a  new  patch  placed  every 
morning.  All  the  patches  except  Habitrol  are 
available  withouta  prescription.  Most  people 
should  start  with  the  higher  doses  and  change 
patch  size  every  2-4  weeks.  Advantages  of 
the  patch  over  the  gum  include  ease  of 
applying  the  patch  once  a  day,  no  taste 
disturbances,  and  a  weaning  schedule  that 
allows  a  decrease  in  the  dose  while  still  pro- 
viding a  continual  level  of  nicotine.  Some 
people  also  find  that  combining  the  patch 
and  the  gum  is  helpful. 

Nicotrol NS,  a  nasal  spray,  is  a  prescription 
product  and  should  be  used  under  the  super- 
vision of  a  physician.  Two  puffs  of  the  spray- 
one  into  each  nostril — give  a  total  dose  of  1 
mg  of  nicotine,  which  is  absorbed  though  the 
nasal  mucosa.  This  allows  for  a  rapid  reduc- 
tion in  the  craving  for  nicotine.  During  the 
initial  week  of  treatment,  runny  nose,  watery 
eyes,  sneezing,  coughing,  nasal  and  throat 
irritation  can  occur. 

Nicotrol  intiaier  also  a  prescription  prod- 
uct, is  an  oral  inhaler  designed  to  mimic  the 


hand-to-mouth  motions  of  smoking  and  the 
sensation  of  smoke  on  the  back  of  the  throat 
(menthol  taste).  The  inhaler  resembles  a 
cigarette.  The  cartridge  containing  the  nico- 
tine (about  2  mg  of  nicotine  is  absorbed  per 
cartridge)  is  inserted  into  the  mouthpiece, 
and  the  air  inhaled  through  the  mouthpiece 
is  then  saturated  with  nicotine.  Patients  can 
take  frequent  puffs  or  deep  inhalations  to 
titrate  themselves  to  the  amount  of  nicotine 
desired.  Most  people  use  at  least  6  car- 
tridges a  day  initially  and  are  off  the  product 
after  3  months.  Side  effects  of  the  inhaler 
include  throat  and  mouth  irritation,  taste 
irregularities,  and  coughing. 

Zyban  (buproprion)  is  a  non-nicotine 
prescription  drug  that  is  approved  for  the  use 
of  smoking  cessation.  Zyban  Advantage 
Plan  is  a  smoking  cessation  treatment  pro- 
gram that  offers  educational  materials  and 
support  via  a  hotline  number  that  is  acces- 
sible 24  hours  a  day.  Zyban  reduces  the  urge 
to  smoke  and  relieves  the  withdrawal  symp- 
toms of  irritability,  frustration  and  anxiety. 
Treatment  with  one  150  mg  tablet  should 
begin  orie  week  before  the  planned  quit 
date.  After  3  days  at  1 50  mg/day,  increase 
the  dose  to  300  mg/day  if  there  are  no  side- 
effects.  One  week  after  starting  the  medica- 
tion, you  must  quit  smoking  cigarettes  en- 
tirely. One  study  demonstrated  a  higher  quit 
rate  for  Zyban  plus  a  patch.  The  most  com- 
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mon  side  effects  seen  with  Zyban  include  dry 
mouth  and  insomnia.  Zyban  should  not  be 
used  in  patients  with  a  history  of  seizures, 
anorexia,  or  in  patients  who  are  taking  a 
monoamine  oxidase  inhibitor  (MAOI).  The 
use  of  other  prescription  agents  may  interfere 
with  Zyban.  It  is  very  important  to  consult  with 
your  physician  and  pharmacist  before  taking 
this  product. 


continue  to  smoke  is  simple.  Nicotine  is 
addictive.  This  addiction  can  be  overcome 
through  education,  behavioral  changes, 
and  the  proper  use  of  medications.  Physi- 
cians, pharmacists,  and  specific  organiza- 
tions con  provide  the  support  and  resources 
to  aid  In  smoking  cessation. 
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With  all  the  above-mentioned  products,  It 
is  essential  to  adopt  a  good  plan  for  smoking 
cessation.  This  plan  includes:  1)  Making  a  quit 
date,  2)  Coming  up  with  alternative  behav- 
iors to  do  other  than  smoking  (such  as  drinking 
aglassofwater,  eating  sugarlesscandy,  medi- 
tating, calling  a  friend,  writing  a  letter,  etc.), 
and  3)  Rewarding  yourself  after  you  have 
successfully  quit  for  a  month. 

It  Is  well  known  that  smoking  is  the  #1 
preventable  cause  of  death  in  the  United 
States.     However,  the  reason  why  people 
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Organizations  That  Can  IHelp 

American  Cancer  Society 

(800)  ACS-2345  (http://www.cancer.org) 

Fresh  Start  Program  for  group  classes  for  smokers  who  want  to  quit 

Contact:  1-800-282-4914 

American  Lung  Association 

(800)  LUNG-USA  (http://www.lungusa.org) 

Freedom  from  Smoking  and  Teen  Smoking  Cessation  Programs 

Contact:  1-919-832-6567 

North  Carolina  Tobacco  Prevention  and  Control  Brancti 

1915  Mail  Service  Center 

Raleigh,  NC  27699 

919-733-1343 

Survivors  and  Victims  of  Tobacco  Empowerment  Project 

31  College  Place,  13A 

Asheville,  NC  28801 

http://www.maln.nc.us/save 

Contact:  1-888-8- Voices 
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The  Gift  of  Life 

The  children  at  St.  Jude  Children's 
Research  Hospital  take  life  one  day  at  a 
time.  At  St.  Jude,  every  second  counts.  The 
children  here  are  fighting  for  their  lives. 

The  doctors  and  researchers  at  St.  Jude 
are  working  to  defeat  the  deadly  enemy: 
childhood  cancer.  Since  St.  Jude  Hospital 
opened  in  1962,  it  has  forged  new  treat- 


ments for  childhood  cancer  and  has  helped 
save  the  lives  of  thousands  of  children 
around  the  world.  But  the  battle  has  just 
begun. 

You  can  join  the  fight.  To  find  out  how 
you  can  help,  write  to  St.  Jude,  P.O.  Box 
3704,  Memphis,  Tennessee  38103,  or  call 
1-800-877-5833.  ^      ^.jitje  childress 


t 


RESEAKCH  HOSPHAL 


Running  the  Numbers 

A  Periodic  Report  to  North  Carolina  Piiysicians  and  Ttieir  Patients 
About  Current  Topics  in  i-lealtii  Statistics 

Paul  A.  Buescher,  PhD,  Editor 


Did  This  Pregnancy  End  with  a  Live  Birth  or  a  Fetal  Death? 
Reporting  Definitions  for  Vital  Statistics 


The  World  Health  Organization  (WHO)  defines  a  live  birth  as  "the  complete  expulsion  or 
extraction  from  its  mother  of  a  product  of  conception,  irrespective  of  the  duration  of  pregnancy, 
which,  after  separation,  breathes  or  shows  any  other  evidence  of  life,  such  as  beating  of  the  heart, 
pulsation  of  the  umbilical  cord,  or  any  definite  movement  of  voluntary  muscles,  whether  or  not 
the  umbilical  cord  has  been  cut  or  the  placenta  is  attached."  This  definition  has  been  adopted 
by  the  National  Center  for  Health  Statistics  and  the  State  of  North  Carolina.  This  means  that  a 
Certificate  of  Live  Birth  should  be  completed  for  each  baby  born  alive  by  the  above  definition.  If 
the  baby  subsequently  dies,  then  a  Certificate  of  Death  must  be  completed.  If,  after  at  least  20 
weeks  of  pregnancy,  the  fetus  is  not  born  alive,  then  it  is  considered  a  fetal  death  in  North  Carolina 
and  a  Report  of  Fetal  Death  must  be  completed. 

Approximatelyone-half  of  infant  deaths  occur  in  the  first  day  of  life.  These,  like  all  deaths 
occurring  less  than  28  days  after  birth,  are  called  neonatal  death.  Deaths  occuring  between  28  and 
365  days  after  birth  are  called  postneonatal.  These  definitions  and  reporting  requirements  have 
been  used  by  North  Carolina  for  almost  50  years. 

The20''^h  edition  of  lV////ams'Obstetr/cs  states  that  "fetuses  weighing  less  than  500  grams 
are  not  usually  considered  as  births,  but  rather  as  abortuses,  for  purposes  of  vital  statistics."  This 
is  not  consistent  with  WHO  and  North  Carolina  reporting  requirements.  There  is  no  birth  weight 
or  gestational  age  minimum  for  considering  a  delivery  as  a  live  birth  in  North  Carolina,  nor  is 
potential  viability  an  issue.  Any  delivery  at  which  there  are  signs  of  life  as  defined  by  WHO  should 
be  reported  as  a  live  birth.  Health  statisticians  sometime  compare  perinatal  death  rates  (for 
example,  fetal  deaths  plus  neonatal  deaths)  to  reduce  differences  due  to  classification. 

The  reporting  requirements  for  live  births  are  consistent  throughout  the  United  States; 
however,  some  states  have  different  gestational  age  or  birth  weight  cutoffs  for  reporting  fetal 
deaths.  If  physicians  use  consistent  criteria  for  defining  live  births,  then  differences  in  infant 
mortality  rates  between  states  will  reflect  true  differences  in  infant  mortality  risk.  In  the  interest 
of  effective  public  health,  we  must  maintain  high  standards  of  reporting  for  our  state  vital  records 
system.  This  means  that  physicians  should  adhere  strictly  to  the  WHO  guidelines  for  reporting  live 
births  and  fetal  deaths. 

From  the  State  Center  for  Health  Statistics 

www. schs. state,  nc.us/SCHS 

North  Carolina  Department  of  Health  and  Human  Services 
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MODERN      MEDICINE 


Endoscopic  Ultrasound 


state  of  the  Art 


Kevin  M.  McGrath,  MD,  and  Paul  S.  Jowell,  MB,  ChB 


Endoscopic  ultrasound  (EUS)  provides  detailed  images  of 
lesions  within  and  adjacent  to  the  gastrointestinal  wall.  High 
frequency  (5.0-20.0  MHz)  ultrasound  transducers  mounted 
on  the  tip  of  an  endoscope  give  detailed  images  of  the 
intestinal  wall  and  adjacent  structures,  but  only  to  a  depth  of 
1-5  cm.  In  contrast,  trans-abdominal  ultrasound  uses  low 
frequency  sound  waves  (2.5-5.0  MHz)  to  visualize  intra- 
abdominal organs.  The  low  frequency  sound  waves  pen- 
etrate tissue  better,  but  resolution  is  less  defined.  EUS  was 
originally  designed  to  image  the  pancreas,  but  new  uses 
continue  to  evolve.  In  this  article  we  will  discuss  the  ways  in 
which  EUS  is  currently  used  in  the  gastrointestinal  tract 
(Table  1)  and  in  the  thorax. 


Endoscopic  Ultrasonography 

There  are  two  types  of  echoendoscope,  defined  by  the 
orientation  of  the  ultrasound  transducer.  The  radial 
echoendoscope  uses  a  rotating,  360"  transducer  to  create  a 
cross-sectional  image  in  a  plane  perpendicular  to  the  trans- 
ducer. The  image  resembles  a  computed  tomographic  (CT) 
scan  image.  In  addition,  there  are  high-frequency,  radial 
"mini-probes,"  which  can  be  passed  through  the  operating 
channel  of  a  standard  endoscope  to  provide  detailed  images 
of  mucosal  lesions.  The  linear  echoendoscope  scans  a  nar- 
row 120"  viewing  plane  in  the  long  axis  of  the  endoscope. 
The  linear  scanner  is  able  to  identify  vascular  structures 
using  Doppler  flow  analysis. 

Staging.  When  the  gastrointestinal  wall  is  viewed  in 
great  detail,  it  has  a  five-layer  structure  (Figure  1 ).  The 
layers  in  EUS  images  correspond  to  the  histological  layers  of 

Drs.  McGrath  and  Jowell  are  in  the  Division  of  Gastroenterol- 
ogy at  Duke  University  Medical  Center.  Dr.  McGrath  can  be 
reached  at  Box  3902,  DUMC,  Durham  27710.  Tel.  919/684- 
1817.  Fax  681-8729. 


the  gut  wall.  One  might  expect  that  detailed  imaging  of  wall 
layers  would  provide  more  accurate  staging  of  gastrointesti- 
nal malignancies,  and  that  is  the  case;  EUS  is  superior  to  CT 
for  local  and  regional  staging  of  esophageal,  gastric,  and 
rectal  cancer  (Table  2). 

EUS  criteria  for  lymph  node  invasion  by  tumor  cells 
include  lymph  node  size,  shape,  echo-pattern,  and  demarca- 
tion,' but  CT  scanning  can  evaluate  only  size.  Since  cancer 
survival  corresponds  to  stage  of  disease,  accurate  staging 
with  EUS  can  guide  appropriate  therapy  (for  example,  surgi- 
cal resection,  with  or  without  neoadjuvant  therapy,  or  pallia- 
tion only).  Still,  CT  remains  invaluable  as  a  staging  modality 
and  should  be  the  first  study  performed  after  the  diagnosis  of 
cancer  to  look  for  distant  metastases,  the  presence  of  which 
significantly  changes  management. 

Diagnostic  EUS.  EUS  can  accurately  distinguish  intramural 
masses  from  external  compression  of  the  gastrointestinal 
tract.  Intramural  masses  (cysts,  lipomas  and  stromal  cell 
tumors)  have  definitive  echo  characteristics  and  arise  from 
characteristic  gut  wall  layers.  Foregut  duplication  cysts  ap- 
pear as  echo-free  submucosal  cysts,  whereas  lipomas  appear 
as  hyperechoic  submucosal  masses.  Duplication  cysts  are 
benign,  but  there  is  a  risk  of  malignant  transformation  of 
lipomas  to  liposarcoma,  and  that  risk  increases  as  the  size  of 
the  lipoma  increases.  Stromal  cell  tumors  such  as  leiomyomas 
are  hypoechoic  and  arise  from  the  muscularis  propria  (Figure 
2).  Similarly,  as  size  increases,  so  does  the  risk  for  malignant 
transformation.  EUS  criteria  for  malignancy  can  guide  rec- 
ommendations about  surgical  resection.-  In  addition,  EUS 
assessment  of  thickened  gastric  folds  can  delineate  which 
wall  layer  is  predominantly  thickened.  Thickening  of  the 
submucosa  or  muscularis  propria  suggests  an  infiltrating 
malignancy.' 

Interventional  EUS.  The  advent  of  the  linear  array 
echoendoscope  adds  interventional  and  therapeutic  applica- 
tions to  the  diagnostic  uses  of  EUS.  Using  ultrasound  guid- 
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Table  1:  Indications  for  Endoscopic  Ultrasound 

Staging  of  esophageal,  gastric  and  rectal  cancer 

Evaluating  abnormalities  of  the  gastrointestinal  wall  or  adjacent  structures  (submucosal 

masses,  extrinsic  compression) 
Evaluating  thickened  gastric  folds 
Diagnosis  (FNA)  and  staging  of  pancreatic  cancer 
Evaluating  pancreatic  abnormalities  (suspected  masses,  cystic  lesions  including  pseudocysts, 

suspected  chronic  pancreatitis) 
Staging  of  cholangiocarcinoma 
Staging  of  ampullary  neoplasms 
Evaluating  suspected  choledocholithiasis 
Celiac  plexus  neurolysis  for  chronic  pain  due  to  intra-abdominal  malignancy  or  chronic 

pancreatitis 
Staging  of  non-small  cell  lung  cancer  (subcarinal  and  posterior  mediastinal  lymph  nodes) 
Evaluation  and  diagnosis  of  posterior  mediastinal  masses 


Table  2:  Accuracy  in 

staging  of  intestinal 

malignancies 

1 

EUS 

CT 

Esophageal  Cancer^^ 

Tumor  staging 

76-89% 

49-59% 

Node  staging 

72-80% 

46-58% 

Gastric  Cancer'^ 

Tumor  staging 

92% 

42% 

Node  staging 

78% 

48% 

Rectal  Cancer'8 

Tumor  staging 

84% 

68% 

Node  staging 

84% 

60% 

ance,  22-gauge  needles  can  be  passed  into  intramural  or 
extrinsic  masses  to  obtain  cells  for  cytological  analysis. 
Color  Doppler  analysis  allows  the  operator  to  avoid  blood 
vessels  during  fine  needle  aspiration  (FNA),  and  thereby 
decrease  the  risk  of  bleeding  complications.  The  overall 
diagnostic  yield  for  EUS-guided  FNA  is  77%.  Complications 
have  been  associated  with  this  technique  in  less  than  1%  of 
cases."*  EUS-guided  FNA  has  become  increasingly  important 
in  the  tissue  diagnosis  of  pancreatic  cancer  (Figure  3).  The 
sensitivity  of  EUS-guided  FNA  in  diagnosing  pancreatic 
cancer  has  been  calculated  at  75%-88%.'  Neoplasms  of  the 
Ampulla  of  Vater  can  be  diagnosed  and  staged  by  EUS. 

Pancreatic  EUS-guided  FNA  offers  several  potential 
advantages  over  percutaneous,  CT-guided  biopsies.  The  ad- 
vantages of  EUS-FNA  include  shorter  needle  tracks  (with 


Figure  1 :  Normal  5  layer  structure  of  the  gastric  wall.  The  first 
2  layers  comprise  the  mucosa,  m  =  mucosa,  sm  =  submu- 
cosa,  mp  =  muscularis  propria,  s  =  serosa/adventitia. 

less  chance  of  peritoneal  seeding),  use  of  smaller  diameter 
needles,  use  of  Doppler  analysis  to  avoid  blood  vessels,  and 
better  access  to  smaller  lesions. ■*  Additionally,  pancreatic 
cancer  can  be  staged  at  the  time  of  tissue  diagnosis,  using 
EUS-guided  FNA.  Overall,  both  techniques  are  remarkably 
good.  New.  advanced,  dual-phase  helical  CT  scanners  can 
stage  tumor  and  nodal  disease  with  an  accuracy  of  86%  and 
77%,  respectively;  EUS  is  slightly  more  accurate  at  90%  and 
86%,  respectively.''  A  prospective,  randomized  trial  of  percu- 
taneous. CT-FNA  versus  EUS-FNA  in  the  diagnosis  of 
pancreatic  masses  is  currently  under  way  at  Duke  University 
Medical  Center. 
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Figure  2;  A  15  x  14  mm  round,  well  demarcated  hypoechoic  mass 
arising  from  the  muscularis  propria  (MP).  This  finding  is  most 
consistent  with  a  stromal  cell  tumor  (leiomyoma). 


Figure  3:  A  small  2  cm  hypoechoic  tumor  (T)  in  the  head  of  the 
pancreas.  A  biliary  stent  (arrow  heads)  is  in  the  common  bile  duct, 
above  a  dilated  pancreatic  duct  (PD).  Fine  needle  aspiration 
revealed  pancreatic  adenocarcinoma  (arrows  =  needle  tip). 


EUS  is  helpful  in  many  other  pancreatico-bil- 
iary  disorders.  It  can  locate  and  diagnose  (via  FNA) 
small  neuroendocrine  tumors  of  the  pancreas,  in- 
cluding gastrinomas.'  It  can  characterize  pancreatic 
cystic  lesions  using  FNA  to  obtain  cyst  fluid  for 
cytological  study  and  identification  of  tumor  mark- 
ers associated  with  cystic  neoplasms.  Cyst  infection 
is  a  risk  of  such  procedures,  and  so  use  of  prophylac- 
tic antibiotics  is  warranted.  EUS  can  guide  endo- 
scopic drainage  of  pancreatic  pseudocysts.  The  gas- 
tric wall  can  be  surveyed  and  marked  for  cyst  gas- 
trostomy, and  EUS  guidance  may  lower  the  risk  of 
transgastric  stent  placement  because  vessels  can  be 
avoided.*  Correlation  of  defined  EUS  criteria  with 
excised  pathological  specimens  also  allows  EUS  to 
identify  the  stigmata  of  chronic  pancreatitis  in  pa- 
tients with  the  appropriate  clinical  scenario." 

EUS  is  an  excellent  way  to  visualize  the  biliary 
tract  because  of  its  proximity  to  the  duodenal  bulb. 
EUS  can  detect  common  bile  duct  stones  (choledo- 
cholithiasis)  better  than  CT  or  trans-abdominal  US, 
particularly  in  patients  with  small  stones  and  nor- 
mal-caliber bile  ducts.'"  Given  that  endoscopic  ret- 
rograde cholangiopancreatography  ( ERCP)  runs  the 
risk  of  inducing  pancreatitis,  EUS  may  be  especially 
appropriate  for  evaluating  patients  in  whom  there  is 
a  low  suspicion  for  choledocholithiasis;  ERCP  re- 
mains the  test  of  choice  in  patients  who  are  highly 
likely  to  have  duct  stones  because  ERCP  offers  the 
possibility  of  removing  the  stone.  Suspicious  find- 
ings such  as  strictures,  dilated  ducts  and  gland  en- 
largement can  be  evaluated  with  EUS,  and  pancre- 
atic or  bile  duct  masses  can  be  visualized  and  sampled 
at  one  procedure  via  EUS-guided  FNA. 

Control  of  Intractable  Abdominal  Pain.  The  pain 
of  pancreatic  cancer  can  be  intolerable  and  difficult 
to  control.  Celiac  plexus  neurolysis  is  a  therapeutic 
application  given  the  ability  of  EUS  to  visualize  the 
takeoff  of  the  celiac  trunk  from  the  aorta.  This 
allowa  anesthetic  or  neurolytic  agents  to  be  injected 
directly  into  the  celiac  ganglion  with  minimal  mor- 
bidity (Figure  4).  Temporary  blocks  with  anesthet- 
ics have  not  controlled  chronic  pancreatitis  pain 
well,  but  alcohol  ablation  shows  promise  for  im- 
proving pain  due  to  pancreatic  cancer."  '- 


Endoscopic  Ultrasonography  in  the 
Thorax 

EUS  and  FNA  are  very  useful  in  the  staging  of 
nonsmall-cell  lung  cancer.  EUS  can  visualize  the 
posterior  mediastinum,  allowing  enlarged  lymph 
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nodes  to  be  sampled  easily.  CT  is  49-74%  accurate 
in  detecting  malignant  mediastinal  lymph  nodes, 
whereas  EUS-guided  FNA  accuracy  ranges  from 
96-100%.'""*  EUS  can  preferentially  access  the 
aortopulmonary  window  and  subcarinal  space,  two 
of  the  more  difficult  stations  to  reach  via  mediasti- 
noscopy. EUS-guided  FNA  is  "especially  helpful  in 
the  preoperative  evaluation  of  patients  with  suspi- 
cious contralateral  mediastinal  or  bulky  subcarinal 
lymph  nodes""  (Figure  5).  Some  centers  now  con- 
sider EUS-guided  FNA  the  technique  of  choice  for 
sampling  the  subcarinal  space  and  AP  window.  The 
left  adrenal  gland  can  also  be  evaluated  when  stag- 
ing lung  cancer:  adrenal  metastases  can  be  diag- 
nosed via  EUS-guided  FNA  (Figure  6).'^ 

Mediastinal  masses  are  amenable  to  EUS- 
guided  FNA.  The  accuracy  rate  for  a  cytologic 
diagnosis  is  83-89%.'*  It  is  an  outpatient  procedure, 
takes  20  to  30  minutes,  and  requires  only  conscious 
sedation.  It  is  a  cost-effective  and  minimally  inva- 
sive way  to  make  a  diagnosis. 

Potential  Problems 


Endoscopic  ultrasound  has  its  limitations.  Malig- 
nancies may  be  understaged  because  of  microscopic 
invasion,  or  overstaged  because  of  tumor-induced 
inflammation.  EUS  and  EUS-guided  FNA  are  tech- 
nically challenging  procedures,  which  means  that 
they  are  dependent  on  operator  skill  and  experience . 
Advanced  training  in  EUS  is  a  requirement  for 
proficiency  in  performing  the  procedure.  The  equip- 
ment is  quite  costly,  therefore,  EUS  tends  to  be 
performed  in  academic  medical  centers.  Neverthe- 
less, it  is  likely  that  the  clinical  indications  for  and 
applications  of  EUS  will  continue  to  expand.     3 
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Figure  68:  A  normal  appearing  left  adrenal  gland  (L  AD).  AO 
aorta. 
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GRAND      ROUNDS 


A  Woman  with  Low  Energy 
and  High  Calcium 

Susan  Spratt,  MD 


The  Patient 

A  successful  businesswoman — and  partner  in  a  major  North 
Carolina  consulting  firm — often  worked  60  hours/week, 
traveling  intercontinentally  and  raising  a  family  of  three 
children.  But,  at  the  age  of  47,  she  found  herself  physically 
and  emotionally  exhausted.  She  was  surprised  by  her  increas- 
ing fatigue  and  emotional  lability  because  previously,  she 
said,  "it  had  taken  a  lot  to  rattle  me."  She  saw  a  doctor  who 
told  her  everything  "checked  out,"  and  several  months  later 
a  second  physician  suggested  trying  an  antidepressant.  Be- 
fore filling  the  prescription,  she  decided  she  needed  a  life 
change.  She  enrolled  in  Duke  University's  Rice  Diet  Pro- 
gram where  routine  blood  tests  revealed  a  markedly  elevated 
calcium  of  14.7  mg/dL  (normal.  8.7-10.2). 

She  was  sent  to  the  Emergency  Room  where  her  history 
was  vague  and  difficult  to  elicit  and  she  seemed  mentally 
"dull,"  given  her  record  of  work  accomplishments.  There 
was  a  barely  palpable  mass  low  in  the  left  anterior  neck,  just 
above  the  clavicle.  In  the  ER.  her  calcium  had  risen  to  15.7, 
serum  phosphorus  concentration  was  1.9  mg/dL  (normal, 
2.3-4.3),  and  serum  concentration  of  intact  parathyroid  hor- 
mone was  57 1  pg/mL  (normal,  1 2-72).  She  was  admitted  for 
aggressive  intravenous  hydration  and  diuresis  with  furo- 
semide.  A  radioactive  sestamibi  scan  was  compatible  with  a 
single  adenoma  in  the  inferior  left  parathyroid  gland  (see 
Figure). 

Although  patients  with  hypercalcemia  may  have  symp- 
toms, often  the  practitioner  stumbles  on  an  elevated  calcium 
during  laboratory  screening  of  an  asymptomatic  patient. 
Indeed,  review  of  our  patient's  health  history  revealed  that 
she  had  undergone  such  testing  10  months  earlier,  at  which 
time  her  calcium  was  12.8  mg/dL  (lab  normal,  8.5-10.6)  and 


Dr.  Spratt  is  in  the  Division  of  Endocrinology  at  Dul<e  Univer- 
sity IVledical  Center.  She  can  be  reached  at  Box  3021 ,  DUIViC, 
Durham  27710. 


phosphorus  2.5  mg/dL  (lab  normal,  2.5-4.5).  Nothing  was 
done  then,  in  part  because  she  offered  no  complaints  and  in 
part  because  the  abnormal  screening  test  result,  being  unan- 
ticipated, was  not  acted  upon. 

This  paper  will  review  the  evaluation  and  management 
of  hypercalcemia  and  primary  hyperparathyroidism,  the  most 
common  cause  of  hypercalcemia  in  the  outpatient  setting. 

Pathophysiology  of  Hypercalcemia 

About  50%  of  serum  calcium  circulates  ionized  and  un- 
bound, 10%  is  complexed  with  serum  citrate  and  phosphate, 
and  40  %  is  bound  to  serum  proteins.'  Under  normal  condi- 
tions, parathyroid  hormone  (PTH)  maintains  serum  calcium 
concentration  within  narrow  limits  by  regulating  intestinal 
and  renal  absorption  of  calcium  and  mobilization  from  the 
skeleton  (where  99%  of  total  body  calcium  is  stored).  PTH 
secretion  is  stimulated  by  low  serum  concentrations  of  cal- 
cium and  inhibited  by  high  concentrations.  Within  minutes  of 
its  release,  PTH  increases  reabsorption  of  calcium  by  the 
kidney,  promotes  renal  wasting  of  phosphate,  and  increases 
resorption  of  bone  by  stimulating  osteoclast  activity.  PTH 
activates  Vitamin  D.  thereby  increasing  gut  absorption  of 
calcium. 

Blood  calcium  levels  exceed  normal  when  increased 
bone  resorption  or  increased  gut  absorption  of  calcium  ex- 
ceeds the  ability  of  the  kidneys  to  excrete  or  bone  to  absorb 
the  excess.-  The  etiology  of  hypercalcemia  is  therefore  linked 
to  one  of  four  mechanisms:  ( 1 )  increased  bone  resorption;  (2) 
excess  intestinal  absorption,  usually  vitamin  D-related;  (3) 
impaired  renal  excretion,  including  renal  failure;  or  (4)  ex- 
cess PTH  secretion,  which  simultaneously  activates  mecha- 
nisms 1-3. 

In  80%  of  cases,  primary  hyperparathyroidism  is  caused 
by  a  solitary,  benign  adenoma.'""  A  clone  of  parathyroid  gland 
chief  cells  expands  and  loses  its  ability  to  sense  calcium, 
causing  inappropriate  secretion  of    PTH.'  The  remaining 
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parathyroid  tissue  is  normal  and  its  PTH  se- 
cretion is  suppressed.  In  1 5  to  20%  of  cases,  all 
four  glands  become  hyperplastic  and  the  in- 
creased number  of  cells  leads  to  oversecretion 
of  PTH.  Because  parathyroid  gland  hyperpla- 
sia is  associated  with  multiple  endocrine  neo- 
plasms (especially  adenomas  of  pituitary ,  pan- 
creatic islets,  and  adrenal  glands),  it  is  impor- 
tant to  screen  patients  with  hyperplasia  and 
their  family  members  for  associated  diseases. 
Parathyroid  carcinoma  is  the  cause  of  hyper- 
calcemia in  less  than  1%  of  cases.'"" 


Symptomatology  of 
Hypercalcemia 


In  the  past,  primary  hyperparathyroidism  was 
considered  rare  because  it  was  only  discov- 
ered after  severe  bone  disease  (osteitis  fibrosa 
cystica)  had  occurred.' ""  but  routine  screening 
picks  up  a  case  of  primary  hyperparathyroid- 
ism about  once  in  every  500-1000  outpatients. 
Women  are  affected  three  times  more  often 
than  men.' 

Elevated  serum  calcium  affects  nearly 
every  organ  system  because  calcium  plays  a 
major  role  in  cell  signaling,  myocyte  contrac- 
tion, and  neurotransmitter  release.  There  are 
many  symptoms  and  signs  of  hypercalcemia 
(Tables  1  and  2),  but  the  main  neurological 
symptoms  are  fatigue  and  depression,  as  in  our 
patient"  s  case.  Even  when  patients  are  themselves  unaware  of 
changes  in  mental  function,  family  members  may  remark  on 
subtle  loss  of  mental  concentration. -''■^ 


Figure.  Sestamibi — also  known  as  Cardiolyte — is  absorbed  by  the  liver, 
heart,  and  parathyroid  glands.  The  figure  shows  clear  outlines  of  liver  and 
heart  as  well  as  a  large  left  lower  parathyroid  adenoma  [arrow].  Smaller 
amounts  of  tracer  are  visible  in  the  salivary  glands  and  as  a  diffuse 
background  radioactivity. 


Since  blood  calcium  is  excreted  by  the  kidney,  elevated 
blood  levels  increase  the  risk  of  stones.  Furthermore,  cal- 
cium can  directly  damage  the  kidney  tubules,  impairing  their 


Table  1.  Symptoms  of  Hypercalcemia 

Fatigue 

Depression 

Mental  confusion 

Anorexia 

Nausea 

Vonniting 

Constipation 

Muscle  weakness 

Flank  pain  indicating  nephrolithiasis 

Polyuria 


Table  2.  Signs  of  hypercalcemia 

Shortened  QT  interval 

Acute  and  chronic  renal  insufficiency  (nephro 

calcinosis) 
Band  keratopathy 
Bowel  hypomotility 
Increased  gastrin  secretion 
Pancreatitis 

Nephrogenic  diabetes  insipidus 
Dehydration 
Coma 

Hypertension 
Nephrolithiasis 
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Table  3.  Etiology  of  hypercalcemia'' 

Parathyroid  related 

Primary  hyperparathyroidism 
Single  adenoma 
Multiple  endocrine  neoplasia 
Parathyroid  hyperplasia 
Tertiary  hyperparathyroidism 
Familial  hypocalciuric  hypercalcemia 
Lithium  therapy 
Malignancy  rRelated 
Bone  metastases  (increased  bone  resorp- 
tion via  cytokines) 
Humoral  osteoclast  activators 
PTH-related  protein 
Vitamin  D  related 

Vitamin  D  intoxication 

Increased  production  of  1,  25  OH  vitamin 

D  by  Hodgkins  lymphoma 
Sarcoidosis 
Associated  with  renal  failure 

Severe  secondary  hyperparathyroidism 
Milk  alkali  syndrome 
Causes  of  hypercalcemia  due  to  increased 
bone  resorption 
Immobilization 
Paget's  disease 
Hypervitaminosis  A 
Other  causes  of  hypercalcemia 
Hyperthyroidism 
Pheochromocytoma 
Adrenal  insufficiency 
Rhadomyolysis 
Theophylline  toxicity 
Thiazide  diurectics 


ability  to  concentrate  urine  (a  condition  known  as  nephro- 
genic diabetes  insipidus).  The  resulting  polyuria  can  cause 
dehydration,  worsening  the  hypercalcemia.  Over  the  long 
term,  deposition  of  calcium  in  the  kidney  (nephrocalcinosis) 
can  cause  permanent  renal  insufficiency.-'  Hypercalcemia 
decreases  gut  motility,  leading  to  constipation,  nausea,  and 
vomiting.  Vomiting  can  lead  to  dehydration  and  worsen  the 
hypercalcemia.-'^ 

The  electrocardiograpic  Q-T  interval  is  shortened  by 
high  blood  calcium  levels,  indicating  a  faster  rate  of  repolar- 
ization. Slowed  depolarization  may  give  rise  to 
bradyarrythmias.  Ventricular  hypertrophy  has  been  described, 
but  this  may  be  due  to  hypertension. - 

Rarely  seen  manifestations  of  hypercalcemia  include 
band  keratopathy  (calcium  deposits  in  the  medial  and  lateral 


margins  of  the  cornea)  and  arthritis  (gout  and  pseudogout). 
Osteitis  fibrosa  cystica  was  first  described  in  1891,  but  its 
relation  to  parathyroid  hyperfunction  was  only  discovered  in 
1925.  Hyperparathyroidism  produces  generalized  deminer- 
alization  of  bone,  subperiosteal  resorption  (particularly  of  the 
phalanges),  bone  cysts,  and  a  ground-glass,  mottled  radio- 
graphic appearance  of  the  skull.  In  addition,  classic  primary 
hyperparathyroidism  has  been  associated  with  severe  neph- 
rolithiasis and  nephrocalcinosis,  type  1  muscle  fiber  myopa- 
thy, peptic  ulcer  disease,  hypertension,  gout,  pseudogout, 
band  keratopathy,  and  anemia'  ^  -  the  classic  "bones,  stones, 
groans  and  moans"  of  hyperparathyroidism. 

Not  only  is  primary  hyperparathyroidism  far  more  com- 
mon than  previously  thought,  the  "modem"  disease  has  a 
clinical  presentation  very  different  from  that  originally  de- 
scribed. Osteitis  fibrosa  cystica  is  now  rare,  but  patients  with 
renal  disease  run  the  risk  of  bone  disease  from  secondary  and 
tertiary  hyperparathyroidism  (renal  osteodystrophy).  Kidney 
stones  and  hypercalciuria  are  still  a  predominant  manifesta- 
tion of  primary  hyperparathyroidism,  but  the  incidence  of 
nephrolithiasis  has  dropped  from  33%  to  20%.^-^ 

The  most  common  neurologic  symptoms  of  modem 
primary  hyperparathyroidism  are  vague  and  subtle  com- 
plaints of  disturbed  mental  concentration,  fatigue,  and  memory 
rather  than  objective  signs  of  muscle  weakness. 

Several  common  medical  conditions,  once  thought  to  be 
caused  by  hyperparathyroidism,  may  represent  only  spurious 
associations.  For  instance,  peptic  ulcer  is  now  thought  not  to 
be  more  common  in  hyperparathyroidism  except  when  it  is 
part  of  a  multiple  endocrine  neoplasia  syndrome  with  an 
associated  gastrin-producing  tumor.  Similarly,  high  blood 
pressure  can  be  found  in  patients  with  primary  hyperparathy- 
roidism, but  surgical  cure  of  the  hypercalcemia  usually  does 
not  normalize  blood  pressure.  Other  once-associated  condi- 
tions (anemia,  gout,  pseudogout,  band  keratopathy)  are  rarely 
seen. 


Diagnosis 

The  causes  of  hypercalcemia  are  many  (Table  3).  In  about 
90%  of  outpatients  the  culprit  is  primary  hyperparathyroid- 
ism,^ and  in  50%  of  inpatients  it  is  a  malignant  process. 
Malignant  causes  are  usually  not  subtle;  if  the  patient  does  not 
have  a  known  or  readily  apparent  cancer,  it  is  unlikely  that 
malignancy  is  the  cause  of  hypercalcemia.  In  other  words,  it 
is  rare  for  hypercalcemia  to  be  the  first  sign  of  a  malignancy. 
The  simultaneous  ingestion  of  milk  and  acid-neutralizing 
substances  can  raise  semm  calcium  levels.  Peptic  ulcer  is  no 
longertreated  with  milk  diets  and  sodium  bicarbonate,  but  the 
incidence  of  milk-alkali  syndrome  is  rising  because  calcium 
carbonate,  with  or  without  vitamin  D.  is  used  to  prevent  and 
treat  renal  osteodystrophy,  osteoporosis,  and  gastroesoph- 
ageal reflux.'  ■_ 
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Table  4.  NIH  Consensus  Statement  on  Indications  for  Surgery  in  Primary  Hyperparathyroidism'" 

Symptoms  of  hypercalcemia  as  defined  by: 

Documented  nephrolithiasis  (radiographic  or  by  history) 

Hyperparathyroid  neuromuscular  disease 

Other  symptoms  attributable  to  hypercalcemia  (fatigue,  constipation,  etc) 

Life-threatening  hypercalcemia 

Laboratory  indications 

Serum  calcium  >12mg/dl  (3mmol/L) 
Reduced  creatinine  clearance 

Radiographic  evidence  of  hyperparathyroid  bone  disease 

Urinary  calcium  excretion  greater  than  400  mg/day  off  calcium  supplementation 
Bone  mineral  density  >2SD  below  sex-  and  age-  matched  controls 
Age  less  than  50 
Uncertain  medical  follow-up  or  unwillingness  of  patient  to  live  with  disease 


The  Value  of  the  History.  The  clinical  history  provides 
important  clues  as  to  the  etiology  of  hypercalcemia.  A  family 
history  of  hyperparathyroidism  or  multiple  endocrine  neo- 
plasia suggests  primary  hyperparathyroidism,  as  does  a  his- 
tory of  neck  radiation,  a  long  period  of  asymptomatic  hyper- 
calcemia, and  otherwise  good  health.^  A  careful  diet  and 
medication  history  can  identify  vitamin  D  intoxication  or 
other  medication-induced  causes  of  hy- 
percalcemia (such  as  theophylline,  thi- 
azide diuretics,  lithium,  thyroid  hor- 
mone). Unless  the  history  and  physical 
exam  suggest  a  rare  cause  of  hypercal- 
cemia, no  exhaustive  search  should  be 
done  initially.* 


Laboratory  Evaluation.  Falsely  el- 
evated calcium  levels  should  be  ex- 
cluded. High  serum  levels  of  total  (but 
normal  concentrations  of  ionized)  cal- 
cium may  be  found  in  hyperproteine- 
mia  including  that  induced  by  hemo- 

concentration  or  prolonged  application  

of  a  tourniquet  during  the  drawing  of 
blood  samples.'  Once  an  artifactual  hypercalcemia  has  been 
excluded,  the  next  step  is  to  measure  the  blood  levels  of  intact 
PTH.  High  levels  indicate  hyperparathyroidism  (as  do  "nor- 
mal" levels  in  the  presence  of  an  elevated  calcium,  when  PTH 
should  be  suppressed).  The  PTH  level  is  high  in  renal  insuf- 
ficiency, making  the  diagnosis  of  primary  hyperparathyroid- 
ism difficult.  If  PTH  is  low  or  low-normal,  levels  of  PTH- 
related  protein  (PTH-RP),  25-OH  and  1 ,25-(OH),  vitamin  D 
(calcidiol  and  calcitriol)  should  be  measured.  High  levels  of 
vitamin  D  with  no  history  of  vitamin  D  ingestion,  should  lead 
to  a  search  for  granulomatous  disease  or  lymphoma. 

The  serum  phosphate  level  can  help  in  diagnosis.  It  is 


"Patients  who  have 

mild  to  moderate 

hypercalcemia 

(calcium  <12mg/dL) 

should  be  evaluated 
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low  in  primary  hyperparathyroidism  and  malignancy-associ- 
ated hypercalcemia  caused  by  the  secretion  of  PTH-RP. 
Phosphate  concentrations  are  high  or  normal  in  hypercalce- 
mia due  to  most  other  causes,  including  secondary  hyperpar- 
athyroidism in  renal  failure.' 

Determination  of  calcium  excretion  in  a  24-hour  urine 
specimen  can  help  differentiate  familial  hypocalciuric  hyper- 
calcemia, thiazide  diurectic-induced  hy- 
percalcemia, and  the  milk-alkali  syndrome 
(in  which  cases  24-hour  excretion  is  less 
than  1  OOmg)  from  primary  hyperparathy- 
roidism (where  it  is  high-normal  or  high) 
and  from  hypercalcemia  of  malignancy 
(where  24-hour  excretion  is  distinctly 
high).' 


Treatment 


Patients  with  severe  hypercalcemia  (se- 
rum calcium  of  13-14  mg/dL  or  higher) 

need  immediate  and  aggressive  hydration 

with  intravenous  saline  solution  followed 
by  diuresis  with  a  loop  diurectic  such  as  furosemide  after 
hydration  has  been  accomplished.  Medical  treatment  of  pri- 
mary hyperparthyroidism  should  be  considered  only  tempo- 
rizing. Patients  who  are  not  surgical  candidates  because  of 
concurrent  illness  or  short  life  expectancy  can  be  treated  with 
bisphophonates,  although  this  may  take  up  to  three  days  to  be 
effective.  Calcitonin,  glucocorticoids,  and  hemodialysis  can 
be  helpful  while  waiting  for  bisphosphonates  to  work  or  for 
stabilizing  the  patient  prior  to  surgery. 

Surgery  can  cure  hyperparathyroidism.  Operation  is 
indicated  in  patients  with  severe  consequences  of  hyperpar- 
athyroidism such  as  recurrent  kidney  stones,  hyperparathyroid 
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bone  disease,  and,  as  in  our  patient,  severe  hypercalcemia 
(Table  4).'"  However,  because  so  many  mild  cases  of 
hyperparthyroidism  are  discovered  on  testing  of  asymptom- 
atic patients,  the  consensus  statement  also  lists  laboratory 
indications  for  operation. 

Patients  who  have  mild  to  moderate  hypercalcemia 
(calcium  <12mg/dL)  should  be  evaluated  for  the  metabolic 
consequences  of  primary  hyperparathyroidism.  The  search 
should  include  measurement  of  24-hour  excretion  of  calcium 
since  excretion  of  over400mg/day  is  in  itself  an  indication  for 
parathyroid  surgery.  In  addition,  patients  need  radiographic 
search  for  kidney  stones  or  nephrocalcinosis,  and  bone  min- 
eral density  measurement.  Dual  photon  X-ray  absoiptiometry 
(DXA)  has  replaced  plain  radiographs  of  the  hands  in  the 
detection  of  PTH-induced  bone  disease  because  subperi- 
osteal resolution  of  the  phalanges  is  rare.* 

A  careful  history  is  essential  to  ascertaining  whether 
patients  are  symptomatic  or  not.  Nowa- 
days, only  20%  of  patients  with  primary 
hyperparathyroidism  are  symptomatic, 
but  half  meet  one  or  more  of  the  NIH 
criteria  for  surgery.'"  Some  physicians 
have  added  two  other  indications  for 
surgery:  1 )  a  very  low  vertebral  bone 
mass  (since  low  bone  mineral  density 
may  increase  after  surgery);  and  2 )  con- 
comitant vitamin  D  deficiency  (since 
replacement  of  vitamin  D  can  worsen 
hypercalcemia).''  The  presence  of  hy- 
pertension or  peptic  ulcer  disease  is  not 
an  indication  for  surgery. 

Young,  asymptomatic  patients  may 
want  to  attempt  surgical  cure  for  several 
reasons.  It  can  be  disconcerting  to  live 
with — and  regularly  monitor — a  chronic 

disease  that  might  be  truly  cured.  The        

very  long-term  effects  of  mild 
hypeiparathyroidsm  are  largely  unknown,  but  a  recent  pro- 
spective study  found  that  27%  of  initially  asymptomatic 
patients  progressed  to  meet  criteria  for  surgery  over  a  ten- 
year  period."  Those  who  did  not  require  surgery  had  no 
decrease  in  bone  mineral  density  unless  they  had  another  risk 
factor  for  osteoporosis,  such  as  menopause. 

It  may  be  difficult  to  decide  about  the  relationship 
between  vague  symptoms  and  borderline  hypercalcemia.  In 
those  cases  it  may  help  to  treat  the  patient  medically  to  see 
whether  the  symptoms  improve.  While  it  may  be  difficult  to 
decide  whether  and  when  to  go  to  surgery  for  mild  hypercal- 
cemia, there  is  no  controversy  about  the  value  of  choosing  an 
experienced  parathyroid  surgeon.  Novice  surgeons  may  find 
it  hard  to  distinguish  single  adenomas  from  four  gland 
hyperplasia.  Furthermore,  in  the  hands  of  experienced  sur- 
geons, parathyroid  surgery  leads  to  few  of  the  potential 
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complications  such  as  recurrent  laryngeal  nerve  injury,  wound 
infection,  wound  hematoma,  and  hypocalcemia.  "Hungry 
bone"  syndrome  (severe,  transient  hypocalcemia)  is  rare  and 
only  occurs  when  there  is  significant  bone  disease. 

Abnormal  parathyroid  glands  can  be  localized  using 
sestamibi  radioisotope  imaging,  ultrasound,  and  magnetic 
resonance  and  computed  tomographic  scans.  The  sestamibi 
scan  is  the  technique  of  choice  and  is  often  used  before  any 
surgery  because  of  its  sensitivity  and  high  specificity.  The 
other  modalities  are  only  used  if  there  has  been  prior  (unre- 
lated) neck  surgery  or  if  a  first  operation  has  failed  to  locate 
a  parathyroid  adenoma.' 

It  is  acceptable  to  follow  asymptomatic  patients  with 
mild  hypercalcemia  (serum  calcium  <1 1 .5mg/dL)  or  elderly 
patients  and  those  with  multiple  comorbid  diseases.  Such 
patients  should  avoid  dehydration,  immobilization,  calcium- 
supplemented  foods  (orange  juice,  milk),  thiazide  diuretics, 
and  lithium  therapy.'  Severely  restric- 
tion of  calcium  in  the  diet  is  not  wise, 
because  this  may  increase  secretion  of 
PTH.  Patients  should  be  aware  of  the 
symptoms  of  hypercalcemia  and  seek 
immediate  advice  if  symptoms  appear. 
Blood  calcium  levels  and  other  conse- 
quences of  hypeiparathyroidism  should 
be  assessed  once  to  twice  a  year.  Bone 
mineral  density  and  24-hour  urinary 
excretion  of  calcium  and  should  be 
measured  annually.  Appropriate  radio- 
graphs are  indicated  when  there  are 
symptoms  suggesting  kidney  stone. 


The  Patient  Revisited 


The  patient  was  hospitalized  on  dis- 
covery of  severe  hypercalcemia;  after 
two  days  of  intravenous  saline  and  furosemide  diuresis,  her 
serum  calcium  had  fallen  from  over  15  to  1 1.3  mg/dL.  A 
sestamibi  scan  was  clearly  positive,  and  on  the  third  hospital 
day  a  1.596  gm  left  parathyroid  adenoma  was  removed 
(normal  parathyroid  glands  weigh  less  than  60  mg).  Intraop- 
erative measurement  of  serum  PTH  showed  a  fall  from  237 
to  27  after  resection,  indicative  of  successful  cure. 

Following  her  surgery,  all  measurements  of  serum  cal- 
cium and  phosphorus  have  been  normal  (most  recently,  9.0 
and  3.4  mg/dL,  respectively).  Eighteen  months  after  surgery 
she  describes  herself  as  "calm,  cool,  and  rational."  She  is  no 
longer  short-tempered  and  is  once  more  able  to  cope  with  the 
everyday  stress  of  managing  her  business  and  her  life. 

Our  patient's  case  teaches  us  several  lessons.  Primary 
hyperparathyroidism  is  often  asymptomatic,  but  subde  neu- 
rological changes  can  easily  be  missed.  Physicians  should  be 
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attuned  to  these.  Secondly,  patients  who  present  with  new 
psychiatric  symptoms  deserve  metabohc  and  neurological 
evaluation  before  diagnosis  of  a  psychiatric  illness.  At  the 
minimum,  this  evaluation  should  include  measurement  of 
serum  calcium  and  thyroid  hormone  levels,  renal  function, 
and  a  complete  blood  count.  Thirdly,  all  patients  with  mildly 
elevated  calcium  (<12mg/dl)  should  have  a  work  up  to 
confirm  the  diagnosis  of  hyperparathyroidism  and  to  decide 
whether  they  are  truly  asymptomatic.  If  surgery  is  not  recom- 
mended, patients  should  be  followed  systematically,  and 
should  learn  the  symptoms  for  which  they  will  need  to  seek 
prompt  medical  advice.     O 
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PUBLIC      HEALTH 


Project  IDEAL 


A  Plan  to  Reduce  the  Burden  of  Diabetes 
in  North  Carolina 


Vanessa  T.  Duren-Winfield,  BS,  Ronny  A.  Bell,  PhD,  MS,  Roger  T.  Anderson,  PhD,  John  H.  Frank,  MBA, 
Joseph  C.  Konen,  MD,  MSPH,  David  C.  Goff,  Jr,  MD,  PhD 


Diabetes  places  a  tremendous  burden  on  the  citizens  of  North 
Carolina,  particularly  on  minorities,  the  elderly,  and  the 
poor.'  In  1997,  about  300,000  North  Carolinians  carried  the 
diagnosis  of  diabetes.  Costs  of  their  hospital-based  care 
exceeded  $1.4  billion  for  over  123,000  hospital  admissions 
covering  780,000  hospital  days.  A  major  risk  factor  for 
cardiovascular  disease,  kidney  failure,  lower  extremity  am- 
putation, and  blindness,-  diabetes  greatly  diminishes  func- 
tional status  and  quality  of  life.  Every  year,  it  causes  over 
1,800  deaths  in  NC  and  contributes  to  another  5, 100  deaths.' 
Effective  management  of  diabetes  can  reduce  or  delay  its 
associated  complications.'*  However,  this  requires  a  tremen- 
dous effort  from  both  patients  and  caregivers,  and  many 
barriers  exist  to  the  delivery  of  effective  care  to  underserved 
persons  with  diabetes.  The  challenge  facing  North  Carolina 
is  to  recognize  and  reduce  these  barriers.  A  unique  initiative 
now  under  way,  sponsored  by  the  Kate  B.  Reynolds  Chari- 
table Trust,  aims  to  reduce  the  burden  of  diabetes  in  this  state 
by  enhancing  awareness  of  the  disease  and  its  complications. 
The  program  will  improve  the  quality  of  life  and  quality  of 
care  for  North  Carolinians  with  diabetes. 


The  Kate  B.  Reynolds  Charitable  Trust 

In  1947,  a  trust  was  created  under  the  will  of  Kate  Gertrude 
Bitting  Reynolds,  widow  of  William  Neal  Reynolds,  one- 


Ms.  Duren-Winfield  and  Drs.  Bell,  Anderson  and  Goff  are  with 
the  Department  of  Public  Health  Sciences  at  Wake  Forest 
University  School  of  Medicine,  Winston-Salem  27157.  Mr. 
Frank  is  with  the  Health  Care  Division  of  the  Kate  B.  Reynolds 
Charitable  Trust.  Dr.  Konen  practices  Family  Medicine  at 
Carolinas  Medical  Center  in  Charlotte.  Ms.  Duren-Winfield 
can  be  reached  at  336/777-3082  or  vwinfiel@wfubmc.edu. 
Dr.  Bell  can  be  reached  at  336/71 6-9736  orrbell@wfubmc.edu. 


time  Chairman  of  R.  J.  Reynolds  Tobacco  Company.  One- 
fourth  of  the  income  from  the  Trust  is  designated  to  improve 
the  welfare  of  the  poor  and  needy  in  Winston-Salem  and 
Forsyth  County,  and  three-fourths  goes  to  increase  the  avail- 
ability of  health  care  to  underserved  North  Carolinians  and  to 
support  other  meritorious  programs  related  to  this  goal.  This 
health  care  division  of  the  Trust  gives  emphasis  to  rural  areas. 
It  encourages  health  promotion  and  illness  prevention,  in- 
cluding early  detection  and  intervention,  and  it  supports  well- 
conceived  studies  to  define  health  care  problems  in  North 
Carolina  and  develop  viable  solutions  to  them.  The  Trust  has 
provided  startup  money  to  launch  a  number  of  programs  that 
later  were  adopted  and  continued  by  local  and  state  govern- 
ment units. 


The  Project  IDEAL  Initiative 

After  reviewing  data  on  the  burden  of  diabetes  in  North 
Carolina,  and  after  extensive  consultation  with  the  North 
Carolina  Diabetes  Advisory  Council  and  the  North  Carolina 
Diabetes  Prevention  and  Control  Unit,  the  Trust  made  one  of 
the  largest  single  grants  in  its  history  toward  the  goal  of 
reducing  that  burden  statewide.  In  May  1999,  the  Kate  B. 
Reynolds  Charitable  Trust  committed  $2.5  million  over  two 
years  to  fund  1 4  programs  under  the  rubric  of  Project  IDEAL 
(Improving  Diabetes  Education,  Access  to  care  and  Living). 
It  will  fund  public  and  private,  non-profit  healthcare  organi- 
zations that  serve  populations  with  a  substantial  burden  of 
diabetes,  have  a  record  of  collaboration  with  community 
organizations,  and  have  demonstrated  sustainability  and  lo- 
cal commitment. 

The  Trust  contracted  with  the  Department  of  Public 
Health  Sciences  at  Wake  Forest  University  School  of  Medi- 
cine to  coordinate  the  initiative's  objectives:  (1)  to  improve 
the  quality  of  life  and  quality  of  care  of  underserved  North 
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Carolinians  with,  or  at  risk  for,  diabetes  meilitus:  (2)  to 
promote  local  and  regional  collaboration  among  physicians, 
non-traditional  health  care  providers,  allied  health  profes- 
sionals and  public  health  agencies  and  other  community 
organizations  serving  this  population;  and  (3)  to  encourage 
integrated,  coordinated  care.  An  advisory  committee  chaired 
by  Dr.  Joseph  C.  Konen  and  with  members  from  the  North 
Carolina  Diabetes  Advisory  Council,  the  North  Carolina 
Diabetes  Control  Program,  Medical  Review  of  North  Caro- 
lina, the  Area  Heath  Education  Centers  Program,  the  state 
Primary  Health  Care  Association,  the  Office  of  Rural  Health, 
Carolinas  Medical  Center,  the  University  of  North  Carolina 
at  Chapel  Hill,  the  Division  of  Diabetes  Translation  of  the 
Centers  For  Disease  Control  and  Prevention,  and  other  state 
public  health  agencies  assists  in  the  development  of  the 
Requests  for  Application,  participates  in  the  review  process 
and  technical  assistance  workshops,  provides  continuing 
education  to  grantees,  and  facilitates  dissemination  of  suc- 
cessful projects  to  other  areas  of  the  State. 

Description  of  Project  IDEAL  Programs.  Project  IDEAL 
reviewed  55  responses  to  its  request  for  applications;  27 
organizations  were  invited  to  submit  full  applications  and  to 
attend  a  technical  assistance  workshop.  Fourteen  organiza- 
tions were  approved  to  conduct  diabetes  control  projects 
spanning  a  two-year  period  beginning  on  July  1,  1999.  The 
Table  gives  descriptive  summaries  of  the  funded  projects. 

Initiative  Evaluation.  The  Trust  will  centrally  evaluate  the 
Initiative  under  the  direction  of  the  Wake  Forest  University 
School  of  Medicine.  A  sample  of  appro.ximately  50  persons, 
drawn  from  each  participating  site,  will  be  surveyed  at 
baseline  and  in  follow-up  to  detect  any  change  from  baseline 
and  to  assess  outcome  measures.  Data  will  be  collected  about 
the  processes  of  care,  the  degree  of  control  of  diabetes,  and 
other  important  factors  related  to  diabetic  complications. 
Additional  identifying  information  (name,  address  and  phone 
number)  will  be  collected  in  order  to  conduct  a  telephone 
survey  regarding  satisfaction  with  care  and  health-related 
quality  of  life. 

Medical  Review  of  North  Carolina  will  perform  chart 
abstractions  to  determine  the  quality  of  care  provided  to 
patients  with  diabetes  among  clinics  funded  for  Project 
IDEAL.  Their  trained  staff  will  gather  data  on  quality  indica- 
tors, demographics,  insurance  type,  medical  history,  physical 
exam,  laboratory  testing,  patient  education,  and  treatment. 

Health-on-Call,  an  affiliate  of  Wake  Forest  University 
School  of  Medicine,  will  conduct  a  20-25  minute  telephone 
survey  of  patients  to  assess  their  satisfaction  with  their 
current  diabetes  care  and  their  perceived  quality  of  life  as 
persons  with  diabetes  meilitus,  and  will  ask  them  to  rate  the 
quality  of  their  care.  The  results  of  the  baseline  evaluation 
will  be  shared  individually  with  the  grantees  for  use  in 
program  development. 


Conclusions 

As  the  new  millennium  approaches,  the  goal  of  Project 
IDEAL  is  to  create  environments  and  services  that  will 
improve  the  quality  of  life  and  health  care  of  underserved 
North  Carolinians  with — or  at  risk  for — diabetes  meilitus 
and  its  complications.  The  Patterns  of  Care:  Guidelines  for 
Diabetes  Care  handbook  sets  uniform  guidelines  to  insure 
proper  care  of  diabetics  and — primarily — to  enhance  their 
quality  of  life.  We  can  succeed  only  if  patients,  families,  and 
health  care  providers  work  together  to  improve  blood  glucose 
control  and  all  other  components  of  optimal  diabetes  care. 

The  results  of  Project  IDEAL  will  be  disseminated 
widely,  in  hopes  that  its  programs  will  serve  as  models  for 
further  efforts  to  improve  the  quality  of  care  of  patients  with 
diabetes  and  other  chronic  health  problems.  We  anticipate 
that  this  initiative  will  give  grantees  the  capacity  to  mount 
similar  quality-improvement  efforts,  and  we  hope  that  this 
effective  collaboration  by  the  organizing  members  of  the 
Advisory  Committee  will  increase  their  ability — and  likeli- 
hood— to  organize  future  collaborative  efforts  devoted  to  the 
health  of  underserved  populations. 
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mary Health  Care  Association;  Gwen  Rogerson,  PPCC  Dis- 
trict Health  Department;  Robert  Weiser,  Medical  Review  of 
North  Carolina;  Hugh  Young,  Chair,  North  Carolina  Diabe- 
tes Advisory  Council. 
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Table.  Funded  Project  Components  of  the  IDEAL  Diabetes  Initiative 


Onslow  County  Health  Department 

The  Diabetes  Health  Watch  of  the  Onslow  County  Health  Department  is  implementing  a  community-based  diabetes 
screening  program,  a  pharmacy  visitation  program,  and  diabetes  education  classes.  The  program  will  measure  glycosylated 
hemoglobin  and  provide  glucose  monitoring  for  persons  with  diabetes. 

Catawba  County  Center  for  Diabetes  Control 

A  rural  diabetes  team  based  in  Hickory  will  provide  diabetes  screening  and  patient  education,  focusing  primarily  on  remote 
sites.  Self-care  skills  and  free  foot  and  eye  exams  will  also  be  performed. 

Columbus  County  Health  Carolinians 

This  program  will  expand  an  existing  diabetes  education  program,  address  how  lack  of  transportation  impairs  the  quality  of 
diabetes  care,  and  develop  a  standards-of-diabetes-care  flow  sheet.  In  addition,  the  program  will  establish  and  maintain 
diabetes  support  groups  within  the  county. 

Wake  Health  Services,  Inc 

The  Awareness  and  Community  Education  of  Diabetes  Project  will  model  community-specific  comprehensive  diabetes 
education  and  early  disease  identification  through  clinic-based  counseling,  referral,  community  outreach,  and  quality 
improvement  initiatives.  The  project  will  increase  health  services  to  the  uninsured  or  underinsured  in  Wake  County,  and  will 
provide  risk  assessment  screening,  education,  and  follow-up  to  patients  with  diabetes.  The  project  will  also  develop  a  quality 
of  care  improvement  protocol  for  health  care  providers. 

Cabarrus  Memorial  Hospital/NorthEast  Medical  Center 

The  Community  Diabetes  Identification  &  Management  Initiative  will  form  a  partnership  with  the  Cabarrus  Health  Alliance, 
the  Logan  Family  Center,  and  the  Free  Clinic  Program  that  will  allow  the  initiative  to  reach  a  predominantly  low-income, 
ethnic  minority  population.  A  diabetes  case  management  program  will  emphasize  diabetes  self-management. 

Gaston  Family  Health  Services,  Inc 

The  Gaston  Diabetes  Center  will  target  diabetes  education  to  approximately  1,500  low-income  Gaston  County  residents  and 
will  also  provide  referrals  to  diabetes  support  groups  and  identify  strategies  to  minimize  transportation  barriers  in  the  area. 

Bladen  County  Hospital 

The  Bladen  Health  Watch  will  create  "Health  Depots""  in  rural  communities  of  Bladen  County  to  provide  screening,  health 
assessment,  health  education,  dietary  counseling,  and  medication  assistance  for  persons  who  have  difficulty  accessing  the 
medical  system. 

FirstHealth  of  the  Carolinas,  Inc 

The  FirstHealth  Diabetes  Initiative  will  extend  existing  diabetes  services  into  a  four-county  region  surrounding  Moore 
County.  The  program  will  use  local  health  care  providers,  diabetes  educators,  and  lay  advisors  for  screening,  diagnosis,  and 
education  for  persons  with  diabetes,  and  to  increase  the  effort  to  detect  undiagnosed  diabetes. 

North  Carolina  Foundation  for  Advanced  Health  Programs,  Inc 

This  program  will  develop  the  Rural  North  Carolina  Diabetes  Initiative,  a  partnership  of  two  rural  health  care  systems  in 
Wayne  and  Pender  Counties,  that  will  promote  appropriate  screening,  monitoring,  and  patient  and  staff  education.  The 
initiative  will  also  provide  diabetes  case  management. 

Perquimans,  Pasquotank,  Camden,  and  Currituck  District  Health  Department 

The  Albermarle  Regional  Diabetes  Care  Program  will  expand  a  multi-disciplinary  approach  to  diabetes  care  into  three 
additional  counties  (Gates.  Dare,  Hertford).  The  program  will  increase  public  awareness  about  the  impact  of  diabetes  and  the 
need  for  screening  and  appropriate  care  in  rural  eastern  North  Carolina. 

Free  Clinic  of  Reidsville 

The  Clinical  Monitoring  Program  will  collaborate  with  the  Greensboro  Area  Health  Education  Center  to  reduce  the  burden 
of  diabetes  among  low-income  persons  in  Rockingham  County.  It  will  provide  early  diabetes  identification  and  enhanced 
patient  care  and  education,  using  clinical  pharmacy  students  as  patient  educators  and  quality  assurance  coordinators. 

Duke  University:  The  Durham  County  Community  Diabetes  Management  Project 

This  project  will  pro\ide  diabetes  case  management  to  four  low-income  areas  in  Durham  County,  try  to  increase  diabetes 
awareness  through  community-based  screening,  and  link  newly  diagnosed  patients  with  local  health  care  providers. 

Better  Health  of  Cumberland  County,  Inc 

The  Taking  Charge  of  Diabetes  Project  will  expand  current  efforts  to  provide  appropriate  care  to  low-income  persons  in 
Cumberland  County,  providing  community  screenings  and  referrals  and  a  formalized  diabetes  education  and  self- 
management  program. 

Edgecombe  County  Health  Department 

The  Diabetes  Control  Project  is  a  collaboration  between  the  Edgecombe  County  Health  Department,  Heritage  Hospital,  and 
the  Edgecombe  Community  College.  The  Project  will  provide  individualized  and  group  diabetes  education  to  persons  with 
diabetes  in  Edgecombe  County. 
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Carolina  Physician's  Roundtable 


Edward  C.  Halperin,  MD,  Section  Editor 


Whatever  Happened  to  Psychotherapy? 


Whatever  happened  to  psychotherapy?  Fewer  and  fewer  patients  appear  to  be  receiving  long  term  psycho- 
therapy and  insurance  companies  rarely  seem  to  pay  for  it.  It  no  longer  seems  to  be  the  butt  of  comedians '  jokes 
(sometimes  the  measure  of  the  penetration  of  forms  of  medical  practice  into  societal  consciousness).  The  North 
Carolina  Medical  Journal  asked  a  few  psychiatrists  to  discuss  the  future  of  psychotherapy.  If  it  is  indicated,  for  which 
patients  ?  What  will  become  of  psychoanalytic  training  and  the  psychoanalytic  tradition  ?  Our  two  discussants  on  this 
issue  are  Harold  Kudler,  MD.  from  the  Department  of  Psychology  and  Behavioral  Sciences  at  Duke  University,  and 
Assad  Meymandi,  MD,  PhD.  LFAPA,  a  psychiatrist  practicing  in  Raleigh. 

As  always  we  invite  the  readers  of  the  North  Carolina  Medical  Journal  to  participate  in  the  discussion  via  the 
Letters  to  the  Editor  section.      —  ECH 


Dr.  Kudler: 

While  I  have  not  been  clocking  the  New  Yorker's  car- 
toons, I  can  testify  that  psychotherapy  is  alive  and  well  in 
North  Carolina.  A  quick  perusal  of  the  Yellow  Pages  for 
Raleigh.  Durham,  and  Chapel  Hill  documents  the  number 
and  variety  of  therapists  available.  Psychotherapy,  which 
once  connoted  psychoanalytically  based  (psychodynamic) 
treatment,  has  blossomed  into  a  panoply  of  techniques — 
cognitive,  behavioral,  biofeedback  and  hypnotherapies — 
which  are  practiced  by  psychiatrists,  psychologists,  social 
workers,  nurse  clinicians,  and  lay  therapists.  Specific  treat- 
ments have  been  developed  for  specific  problems,  including 
depression,  anxiety  disorders,  adjustment  disorders,  and  even 
schizophrenia.  These  are  not  "the  worried  well."  In  my 
experience,  few  people  seek  psychotherapy  unless  they  are  in 
pain.  There  has  probably  never  been  a  time  in  which  so  many 
people  practiced  so  many  kinds  of  psychotherapy.  Although 
third  party  payers  have  done  their  best  to  "carve"  psycho- 
therapy out  of  the  normal  reimbursement  process,  many 
people  still  receive  psychotherapy  benefits;  others  seek  out 
treatment  at  their  own  expense. 

I  believe  your  question  was  really  directed  to  the  fate  of 
medical  psychotherapy.  This  is  a  very  different  situation. 
Fewer  and  fewer  psychiatrists  are  being  trained  as  psycho- 
therapists. This  reflects  a  number  of  factors.  The  dearth  of 
insurance  reimbursement  is  one.  Another  is  the  ascendance 
of  neurobiological  perspectives  in  academic  psychiatry.  There 


was  a  time,  not  long  ago,  when  departments  of  psychiatry 
were  primarily  composed  of  psychoanalytic  psychiatrists 
along  with  a  smattering  of  behaviorists  and  a  few  biological 
psychiatrists.  The  situation  is  now  reversed.  Within  psychia- 
try, many  have  raised  the  banner  of  "remedicalization"  and 
many  followed  in  the  hopes  of  creating  a  more  "scientific" 
specialty  whose  practitioners  more  closely  resemble  inter- 
nists than  they  do  psychologists.  Proponents  of 
remedicalization  insist  that  psychotherapy  should  be  left  to 
psychologists,  social  workers,  and  others  so  that  medical 
doctors  are  free  to  pursue  the  study  of  the  brain  and  the 
treatment  of  brain  disease.  At  the  turn  of  the  millenium, 
American  psychiatry  has  reformed  itself  along  lines  pre- 
dicted by  Leon  Eisenberg  back  in  1 986:  we  have  moved  from 
a  brainless  psychiatry  to  a  mindless  one!  ' 

Despite  all  the  excitement  over  the  new  focus  on  the 
biological,  it  is  worth  noting  that  the  number  of  medical 
students  applying  for  psychiatric  training  diminished  mark- 
edly over  this  same  period.  Psychiatry  once  attracted  a 
particular  group  of  medical  students — those  who  wanted  to 
study  human  nature  as  well  as  natural  science.  While  many 
students  still  enter  psychiatry,  their  training  no  longer  stems 
from  the  psychodynamic  perspective  that  once  permeated 
American  psychiatry.  Instead,  they  master  diagnostic  no- 
menclature, biological  models,  and  psychopharmacology: 
the  new  fundamentals.  Gabbard  described  the  result  when  he 
observed  that  modem  psychiatric  residents  ". . .  could  diag 
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nose  a  psychiatric  disorder  according  to  symptoms,  course, 
and  history,  but  they  could  not  understand  the  person  with  the 
disorder  (p.  xvi)".-  This  kind  of  understanding  is  the  crux  of 
the  psychodynamic  tradition.  If  psychiatry  devolves  into  the 
prescription  of  pills,  no  one  will  need  psychiatrists  at  all. 

Despite  these  changes  in  psychiatry,  the  future  of  psy- 
choanalytic training  is  bright.  In  fact,  the  last  few  years  have 
witnessed  accelerated  development  of  the  psychoanalytic 
resources  in  our  state.  The  UNC-Duke  Psychoanalytic  Edu- 
cation Program  ("the  Institute"),  once  the  reserve  of  medical 
doctors,  has  thrown  its  doors  open  to  practitioners  from  other 
disciplines  (some  of  whom  sued  the  American  Psychoana- 
lytic Association  for  the  privilege — obviously,  many  people 
value  psychoanalytic  training).  The  Institute's  child  psycho- 
analytic program  has  expanded,  in  part  because  of  the  open- 
ing of  the  Lucy  Daniels  Preschool  and  the  Lucy  Daniels 
Foundation  (these  landmark  psychoanalytic  clinical  and  re- 
search programs  are  attracting  international  interest  to  our 
community).  The  NC  Psychoanalytic  Society  now  hosts  the 
Psychoanalytic  Psychotherapy  Study  Center  of  North  Caro- 
lina, which  offers  introductory  and  advanced  training  for 
clinicians  and  scholars.  Enrollment  is  healthy  and  continues 
to  grow.  Finally,  the  new  North  Carolina  Psychoanalytic 
Foundation  has  begun  its  mission  of  engaging  the  community 
on  all  matters  to  which  a  psychoanalytic  point  of  view  may  be 
relevant  and  helpful,  including  clinical,  educational,  family, 
and  community  programs. 

I  predict  that  psychoanalysis  will  continue  to  prosper  and 
that  the  psychoanalytic  tradition  will  be  extended  from  the 
couch  to  the  community  in  ways  that  Freud  never  envisioned. 
A  field  often  dismissed  as  hopelessly  arcane,  dogmatic,  or 
metaphysical  is,  in  fact,  a  vital  and  intrinsic  part  of  our 
culture.  One  question  remains:  When  will  psychiatry  tran- 
scend brainlessness  and  mindlessness  to  achieve  real  thought- 
fulness  about  problems  of  human  illness  and  human  nature? 

Dr.  Meymandi: 

To  understand  this  very  important  question,  we  must 
first  have  a  good  grasp  of  the  origin  and  evolution  of  psychia- 
try. Psychiatry  was  bom  in  the  18"'  century  as  part  of  the 
Enlightenment,  a  period  when  people  inspired  by  the  new 
scientific  spirit  were  able  to  view  mental  disturbances  as 
illnesses  rather  than  the  result  of  sin  or  witchcraft.  Mental 
problems  were  thus  conceived  in  causal  terms  rather  than 
moral  and  religious  ones.  In  America,  Enlightenment  think- 
ers like  Benjamin  Rush  wrote  about  psychiatry  (yet  to  be 
named  as  such)  on  a  broad  universal  philosophical  system 
than  encompassed  every  kind  of  reality  and  force.  In  recent 
decades,  the  insistence  that  psychiatry  is  an  integrated  bioso- 
cial-psychological  complex  is  a  resurrection  of  1 8"'  century 
thinking. 

Over  the  past  two  and  a  quarter  centuries,  despite  the 
effoits  of  such  powerful  and  persuasive  philosophers  as 
Georg  W.  F.  Hegel,  attempts  to  integrate  human  knowledge 


and  values  into  a  single  system  of  thought  have  failed.  The 
focus  of  such  major  figures  as  Friedrich  Nietzsche  (the 
original  psychoanalyst),  Freud,  and  Jung  on  the  psychologi- 
cal aspects  of  psychiatrv'  gave  birth  to  "sub-specialization"  of 
the  field.  Finally,  Austrian  Wagner  Von  Jauregg,  the  only 
psychiatrist  Nobel  Prize  winner,  who  used  high  fever  pro- 
duced by  malaria  inoculation  to  treat  tertiary  syphilis,  opened 
the  doors  to  the  possibilities  of  biological  psychiatry.  The 
discovery  of  neuroleptics  and  thymoleptics  and  the  effective 
treatment  of  serious  major  mental  illnesses  led  to  the  empty- 
ing of  the  nation's  state  mental  hospitals.  The  1990s  were 
dubbed  the  "Decade  of  the  Brain." 

These  rapidly  occumng  events,  along  with  managed 
care's  financial  restraints  on  the  analytic  model  of  psycho- 
therapy, seem  to  have  jeopardized  the  very  health  and  sur- 
vival of  psychotherapy.  But  the  truth  is  far  from  the  superfi- 
cial appearances.  Psychotherapy  is  alive,  well,  and  thriving. 

In  our  capitalistic,  legalistic,  and  technoractic  society,  it 
is  easy  to  relegate  the  success  and  failure  of  any  endeavor  or 
project  to  funding,  insurance,  reimbursement,  and  earnings. 
However,  as  biological  and  social  aspects  of  psychiatry 
expand,  so  does  the  need  for  introspection,  exploration  of 
"self,"  the  soul,  faith  and  spirituality  in  treating  and  healing 
human  ills.  Psychotherapy  is  a  fundamental  research  tool  of 
"self."  Psychotherapy  will  continue  to  thrive  and  develop  as 
understanding  of  biological  and  social  psychiatry  expands.  I 
believe  that  the  drug  industry  and  other  sources  of  funding 
will  soon  realize  the  benefits  of  psychotherapy  in  developing 
their  own  business,  and  start  funding  residency  training 
programs  rooted  in  psychoanalytically  oriented  psycho- 
therapy. The  managed  care  crunch  is  perceived  as  a  crisis.  I 
suggest  it  is  an  unparalleled  opportunity  to  re-examine  the 
traditional  model  of  long-term  psychotherapy  and  replace  it 
with  a  more  efficient  and  shorter  term  paradigm.  As  members 
of  the  profession,  we  do  need  to  energize  ourselves  and  meet 
the  challenge  of  managed  care  by  becoming  more  relevant, 
more  accountable,  more  disciplined,  more  innovative,  and 
more  responsive  to  the  needs  of  our  patients.  The  traditional 
perception  of  psychiatry  as  a  profession  that  intuits  rather 
than  explicates  must  change.  We  will  achie\'e  these  goals, 
because  psychiatry  is  fortunate  to  attract  brilliant,  intelligent, 
motivated  and  industrious  basic  and  clinical  researchers.  The 
need  to  make  psychotherapy  more  scientifically  based  is  our 
primary  challenge.  Psychotherapy  needs  to  return  to  its  roots 
in  the  enlightenment.  I  am  very  optimistic  about  the  future  of 
psychotherapy.     G 
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Carolina  Physician's  Bookshelf 


Edward  C.  Halperin,  MD,  Section  Editor 


New  Books,   Briefly  Noted 


Understanding  cancer:  a  patient's  guide  to 
diagnosis,  prognosis,  and  treatment 


l-low  to  tiave  tlierapy  in  an  epidemic:  cul- 
tural chronicles  of  AIDS. 


by  CN  Coleman 

Baltimore,  MD:  The  Johns  Hopkins  University 

Press,  1998,  ISBN  0-8018-6020-2  (paperback), 

$13.95. 

I  was  in  Philadelphia  as  a  visiting  Professor  at  the  University 
of  Pennsylvania.  My  hosts  put  me  up  in  a  fancy  hotel  on 
Rittenhouse  Square.  I  was  taking  an  evening  stroll  and  came 
upon  one  of  those  mega-bookstores  that  are  all  the  rage  -  this 
particular  one  was  called  "Borders  Books".  I  think  every- 
thing e\er  published  since  the  Guttenberg  Bible  was  on  sale 
at  the  moment. 

Browsing  in  the  health  section  I  came  upon  Dr.  Coleman' s 
new  book.  Coleman  is  board  certified  in  Internal  Medicine. 
Medical  Oncology,  and  Radiation  Oncology.  He  was  on  the 
faculty  at  Stanford  and.  subsequently,  held  an  endowed  Chair 
at  Harvard  Medical  School.  Currently  he  is  at  the  National 
Cancer  Institute  in  Bethesda,  Maryland. 

The  book  is.  simply,  marvelous.  It  is  a  160  page  paper- 
back that  provides  patients  with  commonsense  information 
about  the  diagnosis  and  treatment  of  cancer.  Patients  are 
given  advice  concerning  what  questions  to  ask.  how  to  make 
a  treatment  decision,  and  how  to  deal  with  the  consequences 
of  their  decisions.  The  material  on  cancer  statistics  is  particu- 
larly well  done.  I  have  recommended  it  to  my  faculty  and 
medical  students. 

Practicing  physicians  would  be  well  advised  to  recom- 
mend this  book  to  patients,  to  give  out  copies  as  a  health 
education  tool .  and  to  recommend  it  to  col  leagues .  1  hope  that 
Johns  Hopkins  Press  makes  the  book  available  for  bulk 
purchases  - 1  am  considering  buying  it  and  handing  it  out  to 
new  patients  at  our  cancer  center. 

Dr.  Coleman  deserves  hearty  congratulations  for  this 
first  rate  piece  of  v\  ork. 


by  PA  Treichler 

Durham,  NC:  Duke  University  Press,  1999,  (ISBN 

0  8223  2286  2),  $22.95. 


From  time  to  time  the  North  Carolina  Medical  Journal 
receives  imsolicited  books  for  review.  Professor  P. A. 
Treichler' s  book  appeared  in  the  office  one  day,  unan- 
nounced, courtesy  of  the  Duke  University  Press. 

The  book  will.  I  fear,  be  of  little  interest  to  most  of  this 
Journal's  readers.  The  collection  of  essays  falls  within  the 
discipline  of  "cultural  studies"  i.e.  analyses  of  the  way  the 
AIDS  epidemic  is  understood  by  the  media  and  the  public. 
There  is  a  particular  emphasis  on  the  choice  of  images  in  the 
popular  press.  The  prose  is  dense.  I  sense  that  it  is  the  style 
used  by  professors  in  the  arts  and  humanities  to  communicate 
with  each  other  in  their  scholarly  journals. 


^ 


^ 


Readers  are  invited  to  submit  for 
review  books  of  potential  interest 
to  Journal  audiences,  including 
works  on  any  aspect  of  medicine, 
or  by  North  Carolina  physicians. 
Send  them  to  Dr.  Halperin  at  Box 
3085,  DUMC,  Durham  NC  27710. 
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New  Members 

of  the  North  Carolina  Medical  Society 


Bradley  Wayne  Anderson  (U),  328  Court- 
yard Lane,  Fayetteville  28303 

Daniel  Anthony  Aquino  (IM),  201  E. 
Matthews  St.,  Matthews  28105 

Amy  Susan  Brooks  (Resident),  339  8th 
Ave.  Dr.,  Nw,  Hickory  28601 

William  John  Bullis  (OBG),  145 
Applecross  Road,  PO  Box  749,  South- 
em  Pines  28388 

Lydia  Elaine  Boyd  Campbell,  3039 
Comwallis  Rd.,  Dept.  XE6B  Bldg, 
205,  Research  Triangle  Pk  27709 

Sheldon  Chase  (P),  Psychiatric  Assocs. 
of  NC,  PA,  859  Washington  St.,  Ste. 
A,  Raleigh  27605 

Kurt  Jonathan  Ehlert  (PTD),  Raleigh  Or- 
thopaedic Clinic,  3515  Glenwood 
Ave.,  Raleigh  27605 

Dominique  Andre  Falewee  (C),  8820 
Oxfordshire  Court,  Huntersville 
28078 

Katherine  Becker  Freeman  (PD),  UNC, 
Cb  7220,  Burnett-Womack  Bldg., 
Chapel  Hill  27599 

Lauren  Brooke  Adams  Gandhi  (D),  Triad 
Dermatology,  Pa,  725  Highland  Oaks 
Dr..Ste.  106,  Winston-Salem  27103 

Scott  Quincy  Hannum,  125  Bath  Circle, 
Washington  27889 

Mark  Anthony  Hansman,  PO  Box  9, 
Purlear  28665 

John  Franklin  Heath  (AN),  309 
Connemara  Dr..  Apex  27502 

Kyung  Soo  Hong  (STU),  1000  Carolina 
Avenue,  Winston-Salem  27101 

Steven  Sadao  Isono,  70  Washington  St., 
#225,  Oakland  CA  94607 

Jeffrey  Scott  Jelic  (MFS),  UNC,  105 
Brauer  Hall,  CB  7450,  Chapel  Hill 
27599 

Daryl  Daniel  Kaswinkel  (OPH), 
Christenbury  Eye  Center,  750-B 
Hartness  Road,  Statesville  28677 


Barry  Irving  Katz  (Ns),  Goldsboro  Neu- 
rological Surgery,  2400  Wayne  Mem. 
Dr.,  Ste.  J,  Goldsboro  27534 

John  Conlon  Keifer  (AN),  DUMC,  Box 
3409,  Duke  North,  Durham  27710 

Ann  Marie  Kulik  (FP),  Lebauer 
Healthcare,  5500  Adams  Farm 
Ln.#100,  Greensboro  27407 

Robert  Hyuck  Lewe  (U),  430  N.  Ninth 
St.,  Albemarle  28001 

John  Francis  Lue,  Jr.  (IM),  Rex  Ridge 
Internal  Medicine,  2800  Blue  Ridge 
Rd.,Ste.305,  Raleigh  27607 

Shaheda  Fatima  Maroof  (P),  Psychiatric 
Assocs.  of  NC,  PA,  859  Washington 
St.,  Ste.  A,  Raleigh  27605 

John  Joseph  McCloskey,  WFU  Baptist 
Medical  Center,  Medical  Center 
Blvd.,  Winston-Salem  27157 

Keith  Lyndon  McCormick  (OPH), 
Christenbury  Eye  Center,  449  N. 
Wendover  Rd.,  Charlotte  2821 1 

James  McKie  (GE),  Green  Valley  Medi- 
cal Center,  802  Green  Valley 
Rd.,Ste.l06,  Greensboro  27401 

Ambrose  Okonkwo  (FP),  3200-27c  Carey 
Road,  Kinston  28504 

David  Charles  Packo  (EM),  Emergency 
Medicine  Physicians,  4535  Dressier 
Rd.,NW,  Canton  OH  44718 

Daniel  Eugene  Paul  (IM),  Ecim,  High- 
way 17  South,  Pollocks ville  28573 

Eugene  Franklin  Pence,  Jr.  (PMR),  Thoms 
Rehabilitation  Hospital,  68  Sweeten 
Creek  Road,  Asheville  28806 

Epifanio  Rivera-Ortiz  (FP),  2090 1-D 
Sterling  Bay  Lane  East.  Cornelius 
28031 

Amy  Caroline  Sapp,  Ardmore  Family 
Practice,  2805  Lyndhurst  Ave.,  Win- 
ston-Salem 27103 

Vijay  Sheshadri,  405  Victor  Hugo  Dr., 
Gary  275 11 


Lisa  Petronella  Shock  (PHYS  ASST)  609 
Professional  Dr.,  Roxboro  27573 

Douglas  J.  Shusterman  (R),  502 
Carnoustie  Drive,  Greenville  27858 

John  James  Slatosky,  Jr.  (FP),  Randolph 
Medical  Associates,  132-C  W.Miller 
St.,  Asheboro  27203 

Michael  Landron  Soo  (N),  Durham  Clinic, 
Pa,  4901  N.  Roxboro  St.,  Durham 
27704 

Richard  F.Wessel,  Jr.  (C),  1 1 1-B  Medi- 
cal Drive,  Elizabeth  City  27909 

Todd  Earl  Wolf  (Resident),  2805-A  Sweet 
Gum  Ct.,  Greenville  27834 

Lisa  Jackson  Young  (C),  309  S.Sharon 
Amity  Rd.,Ste.200,  Charlotte  28211 

Buncombe 

Robert  Hewitt  Fabrey  (FP),  St.  Joseph's 

Hospital,    428    Biltmore    Ave., 

Asheville  28801 
John  Patrick  Henretta,  Asheville  Cardio. 

Surgeons,    257    McDowell    St., 

Asheville  28803 
James  Andrew  Johnson  (IM),   317 

Cumberland  #3,  Asheville  28801 
Adela  Virginia  Taylor  (A),  Mountain 

Allergy  &  Asthma,  390  S.  French 

Broad  Ave..  Asheville  28801 

Burke 

Carolyn  I.  Mook(ON),  CancerCare  With 
Grace.  2203  S.  Sterling  St.. 
Morganton  28655 

Sarveshwara  Rao  Sathiraju  (IM).  PO  Box 
309,  Rutherford  College  28671 

Cabarrus 

Stephen  Ben  Burgess  (IM),  3463  Brighton 

Court,  Concord  28027 
Rebecca  Lasky  Cohen  (Resident),  1932 

Dembrigh  Lane,  Charlotte  28262 
Maria  Carmen  Falcon  (Resident), 
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Cabarrus  Family  Medicine,  3 1 5  Medi- 
cal Park  Dr.,  Ste.203,  Concord  28025 

Robert  David  Roycroft  (IM),  Weddington 
Internal  Med.  &  Ped.,  130  Lake  Con- 
cord Road,  Concord  28025 

David  Cowden  Tignor  (Resident),  3 1 80- 
H  Patrick  Henry  Dr.,  Concord  28025 

Danny  L.  West  (Resident),  500  Majestic 
Court.  Concord  28025 

Catawba 

James  Barton  Williams  (C),  417 
Stonecroft,  Lenoir  28645 

Cleveland 

Stephanie  Janet  Brogden  (OBG),  Shelby 
Women's  Clinic,  1 10  W.  Grover  St., 
Shelby  28150 

Craven-Pamlico- Jones 

Jeffrey  Alan  Michelson  (OBG),  2504  Old 
Cherry  Point  Rd.,  New  Bern  28540 

Cumberland 

Isaac  Joseph  McFadden,  II  (P),  VA  Medi- 
cal Center,  2300  Ramsey  St., 
Fayetteville  28304 

Jimmie  Wayne  Riggins  (OPH),  122  Hill- 
side Avenue,  Fayetteville  28301 

Davidson 

Mark  Douglas  Smith,  II  (GS),  Davidson 
Surgical  Assocs.  Inc.,  1219-A  Lex- 
ington Ave.,  Thomasville  27360 

Durham-Orange 

Gregory  Kee-Pum  Hong  (STU),  6205 

Farrington  Rd.,  Apt.  J- 1 2,  Chapel  Hill 

27514 
Brian  Ruiz-De-Luzuriaga  (STU),  3601- 

D  Highgate  Drive,  Durham  27713 
Timothy  Owen  Stanley  (AN),  DUMC, 

Box  3094,  Durham  27710 
Christopher  Woods  (IM),  21 1  Monticello 

Avenue,  Durham  27705 

Edgecombe 

James  Grosvenor  McAnulty  (GS), 
Tarboro  Clinic,  101  Clinic  Drive, 
Tarboro  27886 

Forsyth-Stokes-Davie 

Lora  P.  Kelly  (STU ),  900  Brintonial  Way. 
Winston-Salem  27104 


DabirAhmadSiddiqui(IM),215-I  Crown 
Club  Dr.,  Winston-Salem  27104 

Gaston 

Fariha  Abbasi-Feinberg  (N),  The  Neuro- 
logical Center,  900  Cox  Road, 
Gastonia  28054 

Eric  Brian  Feinberg  (OBG),  Nalle  Cli./ 
Gaston  Womens  Hlth.,  2680  Aber- 
deen Blvd.,  Gastonia  28054 

Greater  Greensboro  Soc.  of  Med. 

Robert  Leslie  Fried  (FP),  PO  Box  318, 

1510  N.    Highway  68,  Oak  Ridge 

27310 
Navin  Gupta  (IM),  Lebauer  Healthcare, 

52  N.  Elam  Ave.,  Greensboro  27403 
Gregg  William  Taylor  (CD),  807  Dover 

Road,  Greensboro  27408 

Harnett 

Rodolfo  C.  Reyes  (IM),  Box  1935, 
Lillington  27546 

Henderson 

Sachin  Ramdas  Shenoy  (N),  418  8th 
Avenue,  Hendersonville  28791 

Reuben  W.  Uniat  (AN),  Park  Ridge  Anes. 
Services,  PO  Box  2468,  Hender- 
sonville 28793 

Lenoir-Greene 

Tamiko  Andrea  Bryant  (IM),  Kinston 
Diagnostic  Group.  PA,  109  Airport 
Road,  Kinston  28501 

Mecklenburg 

Michelle  Karen  Chiu  (PD),  Carolinas 
Medical  Center,  1000  Blythe  Blvd. 
Neonatology,  Charlotte  28203 

Richard  Allen  Dougherty  (IM),  10512 
Park  Rd.,  Ste.  210,  Charlotte  28210 

Mark  David  Earll  (ORS ),  Charlotte  Ortho. 
Specialists,  1915  Randolph  Rd.,  Char- 
lotte 28207 

Hala  Ahmed  El-Hemaily  (PD).  7436 
Willesden  Lane.  Charlotte  28277 

Roger  K.  Hershline  (IM),  Work  Well, 
4428  Taggart  Creek  Rd.,  Ste.  101, 
Charlotte  28208 

Tamilarasi  Kannan  (IM),  3 1 32  Lake  wood 
Edge  Dr.,  Charlotte  28269 

Elmer  Guillermo  Pinzon  (PMR),  Char- 
lotte   Ortho.    Specialists,    2001 


Randolph  Road,  Charlotte  28207 
Mariette  A.  Pontes  (EM ),  Piedmont  Emer- 
gency Med.  Assocs.,  1300  Baxter  St., 

Ste.  425,  Charlotte  28204 
Maureen  Rafferty  (IM),  Mecklenburg 

Medical  Group,  20 1  E.  Matthews  St., 

Matthews  28105 
Scott  Leander  Smith  (ORS),  Charlotte 

Ortho.  Specialists,  3 1 3  Yadkin  Street, 

Albemarle  28001 
James  Randall  Stubbart,  Charlotte  Ortho. 

Specialists,   1915  Randolph  Road, 

Charlotte  28207 
B.  Vindell  Washington  ( EM ),  1 300  Baxter 

St.,  Ste.  425,  Charlotte  28204 
Jennifer  McDonald  Willard  (PD),  441 1 

Woodlark  Lane,  Charlotte  2821 1 

Mitchell-Yancey 

Thomas  Kaluzynski  (IM),  Yancey  Com- 
munity Medical  Ctr.,  320  Pensacola 
Road,  Bumsville  28714 

Melissa  Anne  Will  (PD),  406  Hickory 
Lane,  Bumsville  28714 

New  Hanover-Pender 

Brian  KeithBrodwater(R),2212Delaney 

Ave.,  Wilmington  28403 
Kathleen  Leone  (OPH),   1915  Tradd 

Court,  Wilmington  28401 
Mark  Wyatt  McSwain  (IM),  7940  Sand- 

erling  Place,  Wilmington  28401 
Thomas  Albert  Wertheimer  (IM),  New 

Hanover  Medical  Group,  1960S.  16th 

Street,  Wilmington  28401 

Pitt 

Linda  Curtin  Anderson  (PUD),  ECU  Pul- 
monary, Brody  Bldg.,  600  Moye  Blvd, 
Room  3149,  Greenville  27858 

Vikki  Darlene  Brown  (OBG),  2728  Me- 
ridian Park  #5,  Greenville  27834 

James  John  Cummings  (NPM),  ECU 
Physicians,  600  Moye  Blvd., 
Greenville  27858 

Lynn  Roy  Johnson  (AN),  Pitt  County 
Anesthesia  Assocs..  2080-B  W.  Ar- 
i         lington  Blvd..  Greenville  27834 

Paul  R.  Spence  (FOP),  ECU  School  Of 
Medicine,  Brody  7S10,  Greenville 
27859 

Randolph 

Tikee  C.  Aparece  (PD),  Randolph  Medi- 
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cal  Associates,  132-C  W.  Miller  St., 
Asheboro  27203 
Greg  Alan  Grisso  (IM),  Randolph  Medi- 
cal Associates,  132-A  W.  Miller  St., 
Asheboro  27203 

Rowan 

ChristopherJohnMagryta(PD),  Salisbury 
Children's  Clinic,  720  Grove  St., 
Salisbury  28144 

Sampson 

Arthur  Eugenio  Apolinario  (FP).  107  S. 
Ridge  Lane,  Clinton  28328 

Scotland 

James  Thomas  Skeen  (AN),  13180 
Wesleyan  Dr.,  Laurinburg  28352 

Wake 

Kirsten  Hill  Avery  (FP),  7404-203 
Stonecliff  Dr.,  Raleigh  27615 

Wendell  Randolph  Grigg,  Jr.  (P),  Psychi- 
atric Assocs  of  NC,  PA,  859  Wash- 
ington St.,  Ste.  A,  Raleigh  27605 

Jack  Nathaniel  Newman.  Jr.  (C),  Franklin 
Cardiology  Consults.,  928  N.  Main 
St.,  Louisburg  28549 

Wayne 

Dalton  Edward  Dove  (IM),  Eastern  Medi- 
cal Associates.  2609  Medical  Office 
Place,  Goldsboro  27530 

Cesar  Agusto  Martinez  (IM),  700  N. 
Spence  Ave.  Apt.  M3.  Goldsboro 
27530 


^0  i'JU  i^J-Jo- 


arting  a  new  career  course  doesn't 
have  to  feel  like  re-discovering  the  New  World 
Staff  Care  will  serve  as  your  guide  to  explore  the 
adventurous  realms  of  LOCUM  TENENS.  Travel, 
licensure  and  occurrence  malpractice  insurance  are 
inclusive  in  ourtotal  package  designed  to  give  youi^ 
(\'^^o>>/         VuT       nationwide  opportunitiesjl 

L  For  more  info  about  our  LOCUM  TENENS,  .cq]lk:e 

"J-  800.885.2272 


Sfaff^Care:^;  «n',t,iS„t^ 


'S        www.locunisnet.com«f 


(ton    \ 
ri™,,,„,  v_^     VHfiRLi  TO  PLACE  J-1  OR  H-1  PHYSICIANS- 
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Are  You  Puzzled  by 
Your  Health  Care  Rights? 

You  may  benefit  from  these  recently  passed  laws: 


Insurance  Coverage  for  Manunograms  and  Pap  Tests 

This  law  states  that  your  health  insurance  provider  must  pay  for  mammograms  and  Pap 
tests.  The  law  does  not  apply  to  employers  with  self- funded  insurance  plans.  Check  with 
your  employer  to  see  if  yovir  instirance  pays  for  mammograms  and  Pap  tests. 


Medicare  Helps  Pay 
for  Mammograms 


K^ 


If  you  are  covered  by  Medicare  Part  B, 
as  of  January  1,  1998,  Medicare  will  help 
pay  for  your  yearly  mammogram,  if  you 
are  aged  40  and  older.  You  wiU  have  to 
pay  a  copayment  and  in  some  cases  a 
deductible  may  also  apply. 


No  Discrimination 
on  Genetic  Information 


This  law  does  not  permit  health 
insxarance  companies  or  employers  to 
deny  you  coverage  or  employment 
based  on  your  genetic  information. 


Hospital  Stay 
for  Mastectomy 


This  law  lets  you  and  your  doctor, 
rather  than  the  health  insiirance 
provider,  decide  how  long  you 
will  stay  in  the  hospital  after 
a  mastectomy. 


Breast  Reconstruction 

This  law  states  that  if  your  health 
insvirance  pays  for  a  mastectomy,  it 
must  also  pay  for  reconstructive 
breast  surgery.  For  the  coverage  to 
apply,  the  first  sxurgery  must  be  after 
January  1,  1998. 


For  more  information  call: 

American  Cancer  Society  l-800-ACS[227]-2345 

Cancer  Information  Service  l-800-4-CANCER[226237] 


Presented  by  The  North  Carolina  Comprehensive  Breast  and  Cervical  Cancer  Control  Coalition 
Printing  made  possible  by  the  American  Cancer  Society 


Classified  Ads 


BEACH  RENTAL  in  Wild  Dunes,  Isle  of  Palms.  SC.  Two 
bedroom,  two  bath  condo  one  block  from  beach  and  on 
golf  course.  Non-smoking  luxury  unit  with  many  extras. 
Rent  directly  from  owner  and  save  $$.  For  more  informa- 
tion and  rates,  call  413/268-9242  or  email  to 
HaiglerPMA@aol.com. 

DURHAM,  NC:  Four  well-established  and  busy  Internists 
seek  a  BC/BE  Internist.  Position  available  in  July  2000. 
Attractive  benefits.  Salary  negotiable.  Send  CV  to  Laura 
H.  Berglund,  MD,  43 1 5  Ben  Franklin  Boulevard,  Durham, 

NC  27704. 

EXPERIENCED  family  physician  seeks  locum  tenens  clini- 
cal work,  either  long-  or  short-term.  $60/hour.  Call  Dr. 
Hamilton,  919/620-9462. 

FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  neces- 
sary. Competitive  salary  and  benefit  package.  Part-time 
positions  available  with  accommodations  provided.  Call 
Dr.  Kimberly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel 
at  757/670-8894. 


PRACTICE  MANAGEMENT  SOFTWARE  that  is  Y2K 
compliant.  Easy-to-use  Windows  application,  familiar 
HCFA  look,  top-rate  help  desk  support,  and  over  3,000 
satisfied  medical  users.  We  install  3  to  4  systems  every 
month  with  on-site  training.  We  will  be  happy  to  answer  any 
questions  or  demo  the  system  in  your  office.  Call  Physician 
Solutions  at  919/845-0054  for  more  information. 

SCOTT  MEDICAL  GROUP,  LLC  is  looking  for  strong 
candidates  in  Family  Practice,  Internal  Medicine,  and 
Pediatrics  who  want  to  take  a  leadership  role  providing 
excellent  medical  care  in  a  clinic  setting.  Excellent  ben- 
efits: salary  with  incentives.  Opportunities  exist  in  CHAR- 
LOTTE, RALEIGH/DURHAM.  SAN  FRANCISCO,  AND 
ATLANTA.  Please  send  CV  to  Jackie  O'Connor  Pollard, 
Director  of  Recruiting  at  Scott  Medical  Group,  LLC,  3000 
Croasdaile  Drive,  Durham,  NC  27705.  Telephone  800/ 
678-281 1;  fax  919/383-0874.  No  J-l  visas. 


PART-TIME  PHYSIC  AN  NEEDED  for  northeast  Greens- 
boro bariatric  clinic.  Great  pay,  no  nights  or  weekends,  low 
stress.  Very  friendly  staff.  Only  4-6  hours  per  week.  Call 
336/375-4866,  or  send  CV  to  2704  North  Church  Street, 
Greensboro,  NC  27405. 

PHYSICIAN  NEEDED  FOR  LONG-TERM  care  loca- 
tion. Chapel  Hill,  NC.  Retired  or  semi-retired  physicians 
are  welcome.  Resume  and  two  letters  of  reference  are 
required.  Fax  resumes  to  336/632-1238  or  call  336/632- 
1213. 

PHYSICIANS  NEEDED  for  locum  tenens  assignments  in 
North  Carolina.  Immediate  placements  for  Family-Gen- 
eral physicians.  Our  physicians  treat  over  1,000  patients 
ever)'  day.  FAX  your  cover  letter  and  CV  to  Physician 
Solutions.  919/845-1947. 
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CME  Calendar 


January  10-12 

Problem-Solving  in  Interventional  Cardiology 

Place:       American  College  of  Cardiology  Learning  Center. 

Bethesda.  MD 
Credit:      Up  to  21  hours.  Category  1,  AMA 
Fees:         $549  for  ACC  members;  $599  for  nonmembers 
Info:         Resource  Center.  Am.  College  of  Cardiology.  PO  Box 

79231.  Baltimore  MD  21279-0231;  800/253-4636 

January  23-30 

Winter  Urologie  Forum 

Place:       The  Peaks  Resort  &  Spa,  Telluride.  CO 

Credit:      21.5  hours.  Category  1.  AMA 

Info:         Duke  Office  of  CME;  Division  of  Urologie  Surgery 

Information  Email:  mace0001@mc.duke.edu 

Registration:  919/684-2033 

February  14-18 

Current  Concepts  in  Women's  Imaging,  Winter  Postgradu- 
ate Meeting 

Place:       El  Conquistador.  Puerto  Rico 

Credit:      22.25  hours.  Category  1.  AMA 

Info:         Duke  Office  of  CME:  Department  of  Radiology 

Information  email:  bynum006@mc.duke.edu 

Registration:  336/768-1680  ext.  736 

February  17-18 

14th  Annual  Joseph  &  Kathleen  Bryan  Alzheimer's  Disease 

Research  Center  Conference 

Place:       Durham  Civic  Center 

Credit:      Up  to  10  hours.  Category  1,  AMA 

Fees:        $45  either  day:  $75  for  both  days 

Info:         919/660-7510  or  (NC  only)  800/672-4213 

March  6-10 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 

Anatomy 

Place:       Virginia  Commonwealth  University  School  of  Medicine, 

Richmond,  VA 
Credit:      43  hours,  Acaedmy  of  General  Dentistry 
Fees:         $450  physicians/dentists;  S300  residents 
Info:         Dr.  Hugo  R.  Seibel  VCU  Dept.  of  Anatomy  Tel  804/828- 

9791. 


March  14-19 

Duke  Urologie  Assembly 

Place:       Caesar  Park  Beach  &  Golf  Resort.  Cancun.  Mexico 

Credit:      16.0  hours.  Category  1.  AMA 

Info:         Duke  Office  of  CME;  Department  of  Urlogic  Surgery 

Information  Email:  mace0001@mc.duke.edu 

Registration:  919/684-2033 

March  24-26 

2nd  Annual  Clinical  Relevance  of  Medicinal  Herbs  and 
Nutritional  Supplements  in  the  Management  of  Major 
Medical  Problems 

Place:       Friday  Center,  UNC-Chapel  Hill 

Credit:      Up  to  17  hours.  Category  1,  AMA:  20.1  hours,  ANCC; 

16  hours,  pharmaceutical  education 
Fees:        $385  doctoral  level;  $275  professional  level 
Info:         Office  of  CME,  UNC-Chapel  Hill;  919/962-21 18 


March  29-April  2 

International  Conference  on  Physician  Health 

Place:       Seabrook  Island.  South  Carolina 

Credit:      Up  to  23  hours.  Category  1.  AMA;  family  physician  CME 
credit  also  available 

AMA/CMA  members  $195  pre-reg..  $250  on  site;  non- 
member  physicians  $500;  residents  $120/$200:  students 
$75/$  150 

Cosponsored  by  AMA  and  the  Canadian  Medical  Asso 
elation.  For  abstract  forms,  registration  and  fee  informa 
tion:  AMA  Physician  Health  Program,  515  N.  State  St.. 
Chicago  IL  606 1 0: 3 1 2/464-5066  or  800/62 1  -8335 ;  email: 
elaine_tejcek  @  ama-assn.org. 


Fees: 


Info: 
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NCMS  Rewards 


NCMS  Rewards — our  membership  benefits  program — is  designed  to  save  you  valuable  TIME  and  MONEY  while  still  offering 
QUALITY.  We've  carefully  selected  these  programs  on  the  basis  of  CUSTOMER  SERVICE  CONVENIENCE.  They  are 
COMMITTED  to  meeting  your  needs  and  giving  you  the  best  possible  service,  because  your  MEMBERSHIP  with  the  NC 
Medical  Society  makes  YOU  important. 


MEMBER     SERVICE 

VENDOR   OF   CHOICE 

PHONE 

Auto  Leasing  &  Purchase  Plan 

-  PHYICIANS  LEASING  COMPANY 

(800)  888-8961 

Auto  Leasing  &  Rental 

-  ALAMO  RENT-A-CAR  (code:B2 13-386) 

(800)  327-9633 

-  HERTZ  RENT-A-CAR  (code:  CDP  #006546) 

(800)654-2210 

Automated  Test  Results  and 
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You  shouldn't  need  one  of  these 
to  practice  medicine. 


Let  the  North  Carolina  Medical  Society  help  you  with  the 

business  issues  that  keep  you  from  spending  more  time  with 

the  people  who  need  you  most... your  patients. 

The  North  Carolina  Medical  Society  offers  members 

discounts  and  incentives  on  products  and  services  that  can 

save  you  time  and  money. 


MEMBER  SERVICE 

Auto  Leasing  &  Purchase  Plan 

Auto  Leasing  &  Rental 


Debt  Collection  Service 

Credit  Card  Program 

Fax  &  Copier  Machines/Equipment 

Financial  Management  &  Investments 

Long  Distance  Phone  &  Calling  Card 

Hotel/Dining  Savings 

Insurance 

(Group  Health,  Professional  Liability, 
Commercial,  Retirement,  Financial  Planning) 

Magazine  Discounts 

Coding/Billing  Publications 

Revenue  Enhancement  Analysis 
Tax  Audit  Defense 
Travel  Tours/Packages 
Website  Services 


PREFERRED  VENDOR 
PHYSICL\NS  LEASING  COMPANY 

ALAMO  RENT-A-CAR 
(code:  B2 13-386) 
HERTZ  RENT-A-CAR 
(code:  GDP  #006546) 

I.  G.  SYSTEM 

MBNA  AMERICA 

DANKA 

MERCER  GLOBAL  ADVISORS  (MGA) 

MERRITEL  (code  B 11  -0 11 0) 

QUEST  (code  1931-43) 

THE  MEDICAL  MUTUAL  GROUP 


NGMS  MAGAZINE  PROGRAM 
OUR  STATE  MAGAZINE     _^ 

CONOMIKES  REPORTS,  INC. 
UNITED  COMMUNICATION  GROUP 

BROWN,  MCLEOD  &JOHNSEN,  CPAs,  PA 

TAX  RESOURCES,  INC 

VANTAGE  DELUXE  TRAVEL 

HEALTHDIRECTORY.COM 


PHONE 
(800)888-8961 

(800) 327-9633 

(800)654-2210 

(800) 279-6620 
(800)457-3714 
(800) 653-2652 
(800) 335-8808 
(800) 949-7262 
(800) 782-9450 
(800)662-7917 

(800) 289-6247 
(800)948-1409 

(800)421-6512 
(888) 287-2223 

(919)782-1040 

(800) 922-8348 

(800)634-2180 

(888) 543-3424 


To  apply  for  membership  in  the  North  Carolina  Medical  Society  (NCMS)  or  for  more  information  on  the 
products  and  services  listed  above,  contact  Shawn  Scott,  NCMS  Director  of  Membership  Services  &  Marketing 
phone  (919)833-3836,  or  visit  NCMS  Online  at  www.ncmedsoc.org. 


The  next  best  thing 
to  being  in  the  hospital. 

(for  a  medical  office,  that  is) 

Located  within  walking  distance  of  Rex  Hospital  and  a  short  drive  to  1-40, 

the  Medical  Arts  Building  is  a  40,000  square  foot,  five-story  brick  office 

building  with  professional  property  management  services.  Add  your  name 

to  the  list  of  satisfied  medical  and  professional  tenants  at  the  Medical 

Arts  Building.  Suites  available  from  4,500  square  feet. 


Medical 

Arts 
Building 

2501  Atrium  Drive, 
Raleigh 

For  leasing  infornnation, 

CONTACT: 

CURTIS  D.  DEAN  at 
919.831.8184 

ESTHER  AUSTIN  at 
919.831.8194 


How  much  BETTER  would  your  practice  do,  if  it 
could  more  effectively  "Manage"  Managed  Care? 


You  have  staff  devoted  to  billing,  patient  care,  scheduling;  wouldn't  you  like  to  have  an  "employee"  devoted 
to  "managing"  your  managed  care?  Someone  that  doesn't  require  benefits,  doesn't  take  vacation  days  or  call 
in  sick,  someone  that  will  negotiate  your  contracts,  process  referrals,  obtain  authorizations,  assemble  fee 
schedules,  keep  up  with  credentialing  paperwork,  and  research  and  keep  up  with  managed  care  plans 
and  payors. 

Physician  Network  Management  specializes  in  providing  managed  care  support  to  offices  everyday,  all  over 
North  Carolina.  We  have  a  whole  team  working  for  you,  at  a  fraction  of  the  cost  of  actually  hiring  another 
employee.  To  receive  a  copy  of  our  brochure,  call  us  at  828-261-0083  or  email  pnm@twave.net. 


Over  50  years 
Medical  and 
Managed  Care 
Experience 


Physician  Network 
Management,  l.l.c. 

Your  "Managed  Care  Employee" 

www.pnm-managedcare.com 


925  3rd  Ave  SE 

Suite  101 

Hickory,  NC  28602 

Phone:  828-261-0083 

Fax:828-261-0983 
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Island  life  without 

car  keys,  a  wallet,  or  a  watch. 


t'tlii*. 


On  Dewees  Island,  it's  actually  cjuite 
common... you  see,  on  our  private  Island,  the  cars 
are  electric  carts... there's  no  need  for  a  wallet... and 
we  measure  time  by  the  tides.  This  is,  indeed,  the 
place  at  the  end  of  the  line,  smack  dab  in  the  center 
of  solitude  central. 

Located  just  north  of  Charleston,  SC,  the 
lifestyle  on  Dewees  is  one  of 
complete  and  total  escape... 
an  environment  of  drenching 
relaxation,  where 
the  loudest  noise 
you'll  hear  is  the 
sound  of  the 
ocean... where  the  smells  in  the  air  are 
jasmine,  wildflowers,  and  honey- 
suckle...where  evening  sunsets  are  cause 
for  excitement  and  family  celebration. 


Dewees 

ISLAND. 


A  PRIVATE.  OCE.4NFRONT 

ISLAND  RETREAT 

DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


If  you'd  like  to  recapture  the  feeling 
of  being  a  kid  on  summer  vacation — to 
spend  time  in  a  wild  and  wonderful  place 
without  a  worry  in  the  world — then 
perhaps  a  home  on  Dewees  is  an  idea 
you  should  explore.  We  can  promise  you 
a  warm,  genuine  community  atmos- 
phere...two  and  a  half  miles  of  beautiful  beach... a  20- 
minute  ferry  ride  to  separate  you  from  the  maddening 
crowds... and  a  place  so  unique  it 
will  be  passed  down 
in  your  family  for 
generations  to  come. 
Dewees  Island  was  the 
first  recipient  of  the 
COASTAL  LIVING 
Responsible  Com- 
munity Development  Award. 


Call  today  for  details.  Homesites  begin  at  $425,000 
1-800-444-7352  •  843-886-8783 

Visit  our  Web  Site:  www.deweesisland.com 
Dewees  Island  Real  Estate,  Inc.  •  46  41st  Avenue,  Isle  of  Palms,  SC 


Obtain  the  property  report  required  by  Federal  law  and  read  it  before  signing  anything.  No  Federal  agency  has  judged  the  merit  or  value,  if  any  of  this  property.  N.J.E.  6-3-96/2 


Letters  to  the  Editor     ^ 


Pepper  Spray  Lingers  in  the  Air .  .  . 

To  the  Editor: 

Your  recent  cover  article  on  the  health  hazards  of  pepper 
sprays  (NC  Med  J  1999;60:268-74)  mentioned  my  lawsuit 
Ryder  v.  Freeman.  Citing  another  report,  Drs.  Gregory  Smith 
and  Woodhall  Stopford  wrote  that  the  judge's  ruling  had  been 
"reversed."  Judge  Lacy  Thomburg  then  wrote  to  you  (NC 
Med  J  1999;60:314  [letter])  saying  that  he  had  not  been 
reversed,  but  that  his  order  had  been  "vacated." 

This  is  true,  but  the  legal  community  generally  does  not 
split  hairs  to  this  degree.  Cases  that  are  over-ruled  as  "re- 
versed," "vacated,"  "held  in  error,"  etc.  are  commonly  re- 
ferred to  as  "reversals." 

Thomburg  himself  did  just  that  when  he  filled  out  his 
Questionnaire  for  Judicial  Nominees  (Hearings  Before  the 
Committee  on  the  Judiciary,  United  States  Senate,  February 
8  -  June  27, 1995,  pp.  76-85).  He  was  asked  to  submit  "a  short 
summary  of  and  citations  for  all  appellate  opinions  where 
your  decisions  were  reversed  or  where  your  judgment  was 
affirmed  with  significant  criticism  of  your  substantive  or 
procedural  rulings."  He  answered  this  by  stating,  "I  include 
herewith  a  citation  to  each  case  over  which  I  presided  that  was 
reversed  [italics  added]  in  whole  or  in  part  by  an  Appellate 
Court,  as  well  as  a  short  comment  to  indicate  what  the  case 
was  about."  He  listed  77  cases,  averaging  approximately  4.27 
reversals  per  year — twice  as  many  as  the  next  highest  of  the 
judges  with  whom  he  went  through  the  confirmation  process. 
Of  these  77  cases,  at  least  six  were  "vacated,"  and  several 
were  returned  for  "error." 

Thomburg  was  the  Attomey  General  whose  office  made 
the  policy  to  force  correctional  officers  and  state  troopers  to 
be  sprayed  in  the  face  with  this  untested  weapon/product. 
Any  officer  who  refused  was  fired.  Thomburg's  list  of  cam- 
paign contributions  submitted  to  the  Board  of  Elections 
shows  money  given  to  him  by  the  PAC  representing  the 
pepper  spray  supplier  to  state  agencies.  Thomburg  did  not 
recuse  himself  as  mandated  by  law,  but  threw  out  my  case. 

The  subject  of  pepper  spray  has  become  an  extremely 
embarrassing  one  for  him,  but  that's  no  excuse  to  attempt  to 
case  a  shadow  on  the  work  of  these  two  fine  doctors. 

Ann  Ryder 

481  Wolf  Pit  Road 

Mars  Hill,  NC  28754 

ryderann  @  aol.com 


To  the  Editor: 

I  recently  had  occasion  to  review  the  existing  literature 
on  the  adverse  human  health  effects  of  riot  control  agents, 
including  pepper  spray.  Unfortunately  (perhaps )  there  is  very 
little  in  the  medical  literature  on  these  agents.  I  found  the 
publication  on  human  health  effects  of  pepper  spray  by  Drs. 
Smith  and  Stopford  (NCMedJ  1999;60:268-74)  to  be  a  very 
useful  summary  of  the  literature  on  this  topic.  I  am  also 
pleased  to  say  we  have  nothing  new  to  report  in  this  area. 

Jeffrey  S.  Duchin.  MD 

Chief,  Communicable  Disease  Control  and  Epidemiology 

Public  Health  -  Seattle  and  King  County 

999  Third  Avenue,  Suite  900 

Seattle,  W A  98104 

NC  Med  J  Keeps  Delivering  the  Goods 

To  the  Editor: 

I  recently  had  the  opportunity  to  present  lectures  and 
discussions  on  the  issue  of  physician  and  physician  assistant 
impairment.  While  researching  the  published  literature,  I 
came  upon  the  North  Carolina  Medical  Journal  issue  devoted 
to  this  topic  (NC  Med  J  1996;57[4] ).  I  found  all  of  the  articles 
well  written,  fully  researched,  and  tremendously  helpful  for 
my  presentations.  In  particular,  an  excerpt  from  the  article  by 
the  anonymous  physician  relating  her/his  problems  with 
alcoholism  captivated  my  audiences  and  led  to  lively,  pro- 
ductive discussions  at  the  locations  of  both  presentations 
(Florida  and  Connecticut).  It  was  also  interesting  to  note  that 
your  article  on  physician  assistance  impairment  was  the  only 
one  I  could  find  specific  to  this  topic. 

Thanks  for  the  informative  and  academically  useful 
publication. 

Jeffrey  G.  Wong,  MD 

Associate  Clinical  Professor  of  Medicine 

Yale  University  School  of  Medicine 

Waterbury  Hospital  Health  Center 

New  Haven,  CT 


Send  us  your  letters  (under  500  words  greatly 
preferred):  North  Carolina  Medical  Journal,  Box  3910, 
DUMC,  Durham,  NC  27710.  Fax  91 9/286/921 9.  Email 
nash0004@mc.duke.edu.  Or  you  may  use  our  website: 
http://www.ncmedical  journal.com.  We  reserve  the  right 
to  edit  and  abridge  all  copy. 
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To  earn  and  display 
with  pride 


American  Medical  Association   ^^^^ 

Physicians  dedicated  to  the  health  of  America 

T/tysician's  ^Recognition  Muard 
John  Smitfi,  9^<D 

ftas  fuIJitUd  ifu  Ttqutrements  jar  the  'Pftyskian's  ^^wgnition  i^u'ard 
in  Cfnlinuinij  ^(fiiifa^'Eifucatit}n 


The  AMA  Physician's  Recognition  Award  lets  your 
patients,  your  hospital,  and  your  colleagues  know  that  you 
are  continually  expanding  your  knowledge  and  improving 
your  skills.  One  hour  of  CME  each  week,  50  hours  a  year, 
and  you  can  be  eligible  to  receive  this  prestigious  proof  of 
your  voluntary  achievements  in  programs  of  Continuing 
Medical  Education. 

Facts  about  the  Physician's  Recognition  Award 

You  need  just  50  hours  of  CME  -  about  1  hour  per  week. 
Twenty  hours  must  be  AMA  PRA  education  hours,  the 
remainder  may  be  either  Category  1  or  Category  2  hours. 

•  One,  two  or  three  year  certificates  are  provided,  based 
on  your  needs. 

•  Your  CME  can  be  reported  at  any  time. 

•  You  can  fax  or  mail  your  application.  Applications  are 
provided  on  the  AMA  home  page  (http://www.ama-assn. 
org)  under  the  Medical  Science  and  Education  button. 

•  PRA  staff  will  review  hospital  CME  transcripts  in  place 
of  the  application  form. 

•  A  certificate  with  Commendation  for  Self-Directed 
Learning  is  available. 

•  The  PRA  certificate  is  accepted  by  many  specialty 
societies  as  satisfying  CME  requirements  and  it  is 
reciprocal  with  4  state  medical  society  certificate 
programs  -  CA,  NJ,  VA  and  PA. 

The  PRA  certificate  is  listed  on  Physician  Select 
(AMA  home  page)  and  will  be  a  component  of  AMAP. 

Call  today  to  receive  information  and  your 
application  for  the  Physician's  Recognition  Award. 
Materials  are  available  by  fax  or  mail.  Call  800 
621-8335,  and  press  2  for  a  fax  application. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Clinic  Pro 

Medical 

Software 

$5,995 


Telephone  support  with  real  people  - 
no  voice  mail,  no  waiting 
Unlimited  electronic  claims  $250/year 
Appointment  scheduler 
Management  reports 
Optional  plain-paper  HCFA  printing 
Rx  printing  and  medication  history 
Medical  records  -  patient  charting 
Customizable  for  specialty  needs 
ODBC  compliant 


For  a  FREE  CD  Demo: 

(800)  351-2776 

Web  site:  http://www.clinicpro.com 


"I  want  to  live." 


Ashley  has  cancer.  It 
sounds  like  such  a  grown-up 
disease,  but  each  year,  more 
than  6,000  American  children 
will  be  stricken  with  cancer. 

Ashley,  and  thousands  of 
others  hke  her,  will  have  a 
chance  to  beat  cancer  thanks 
to  the  research  and  treat- 
ments developed  at  St.  Jude 
Children's  Research  Hospital. 

To  find  out  more,  call 
1-800-877-5833. 

ST.  JUDE  CHILDREN'S 
RESEARCH  HCfSPFIAL 

Danny  rhomas.  hjunder 
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Martin   Davidson 

Office: 
Mobile: 

--ail:      ^davidso„®bpmd.oom 
617.555.9000 
508.555.0927 
508.555.1274 


617.555.3852 
617.555.2324 


Fax: 
Pager: 
Home: 


BPMD. 

on,  MA  oaaio 


56  Spring  Street,  Bo" to"'"  **** 


With  so  many  ways  to  get  in  touch  with 
someone,  how  come  you  never  can? 


Phone  tag.  missed  messages,  unreturned  calls.  Now  you  can  avoid  them  all  with 
Nextel  Direct  Connect.'  It's  the  two-way  radio  feature  built  in  to  our  Motorola'  phones. 
So  you  can  contact  co-workers  instantly  at  the  touch  of  a  button  instead  of  waiting 
for  them  to  get  back  to  you.  To  find  out  how  to  reach  a  real  person,  call  us  today. 


Nextel  phones  are  manufactured  by  Motorola,  Inc. 


NEXr^L  How  business  gets  done! 


1-800-NEXTEL9    nextel.com 
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Southeastern 

Medical  Systems 


The  SOURCE  for  Medical  Equipment 

Monitors  -  Vital  Signs,  Blood  Pressure  and  CO2-  Defitirillators  -  Pulse  Oximeters 

Electrosurgjcal  Units  Autoclaves  -  Anesthesia  Machines  -  Suction/Aspirators 

Surgery  Li^ts  -  Surgery  Tables  -  Stretchers  -  Stainless  Steel  Accessories 

New,  demo,  refurbished  -  all  withjull  warranties 

Criticare,  Datascope,  GE  Marquette,  Physio  Control,  NeUcor,  Critikon, 
Midmark,  Novametrix,  Ritter,  Stryker 

Order  on  line  at  www.southeasternmed.com 

or  call  800-562-7137 


To    protect   your    reputation,    we 
take    every    claim    seriously- 
Even  the  most  absurd  claims  can  be 
damaging  if  they're  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more 
than  60  years  of  experience  in  medical 
liability  insurance  is  brought  to  bear  on  each 
and  every  claim,  no  matter  how  frivolous 
that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the 
way  to  the  United  States  Supreme  Court,  at 
no  additional  cost  to  policyholders.  Because 
you  can't  put  a  bandage  on  a  damaged 
reputation. 


^'Sri^ui 


%.SSs,>Ji^£>««;:!^>.i3   =.^^?^ 


Medical  Services 


©  2000  St.  Paul  Fire  and  Marine  Insurance  Company 
Coverages  underwritten  by  St.  Paul  Fire  and  Marine  Insurance 
Company  or  another  member  of  The  St.  Paul  Companies 

www.stpaul.com  ' 
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DISEASE      MANAGEMENT 


Outpatient  Cardiac  Rehabilitation 
in  North  Carolina 

Kelly  R.  Evenson,  PhD,  and  Wayne  D.  Rosamond,  PhD 


The  rate  at  which  North  Carolinians  die  from  cardiovascular 
disease  has  declined  in  recent  years,  but  the  absolute  number 
of  deaths  due  to  cardiovascular  disease  continues  to  in- 
crease.' In  1995,  heart  disease  was  responsible  for  31%  of 
deaths  in  North  Carolina  (the  8'"  highest  death  rate  from 
cardiovascular  disease  in  the  United  States').  That  high  death 
rate  is  due  to  the  prevalence  of  cardiovascular  risk  factors 
such  as  physical  inactivity,  smoking,  hypertension,  and  obe- 
sity, as  well  as  to  factors  related  to  treatment  of  cardiovascu- 
lar disease.'  For  those  who  have  had  a  myocardial  infarction, 
coronary  artery  bypass,  grafting  surgery,  coronary  angioplasy , 
or  who  have  a  stable  angina,  cardiac  rehabilitation  is  an 
important  and  recommended  component  of  treatment. - 

Cardiac  rehabilitation  services  involve  medical  evalua- 
tion, cardiac  risk  factor  modification,  exercise  prescription, 
counseling,  and  education.-  Cardiac  rehabilitation  restores, 
maintains,  or  improves  physiological  and  psychosocial  pa- 
tient outcomes  through  symptom  relief,  improved  functional 
capacity,  exercise  tolerance,  ability  to  return  to  work,  blood 
lipid  levels,  and  reduced  rates  of  smoking  and  stress.--  One 
study  of  myocardial  infarction  in  patients  65  years  of  age  and 
older  found  that  participation  in  cardiac  rehabilitation  signifi- 
cantly decreased  subsequent  hospitalizations  and  emergency 
department  visits.'' 

Despite  its  benefits,  cardiac  rehabilitation  is  not  used 
often  enough.--''  We  therefore  carried  out  a  cross-sectional 
study  to  assist  North  Carolina  cardiac  rehabilitation  pro- 
grams in  planning  for  the  future. 


The  authors  are  in  the  Department  of  Epidemiology,  School  of 
Public  Health,  UNC-Chapel  Hill.  Address  correspondence  to 
Dr.  Evenson  at  137  East  Franklin  Street,  Bank  of  America 
Center,  Suite  306,  Chapel  Hill  27514,  or  by  email  to: 
kelly_evenson@unc.edu,  Phone  919/966-4187 


Methods 

A  5-page  questioimaire  was  developed  to  assess  the  geo- 
graphic distribution,  type  of  program,  services  offered  and 
available,  and  professional  training,  patient  population,  and 
daily  practice  patterns  of  outpatient  cardiac  rehabilitation 
programs.  The  questionnaire  was  pilot  tested  in  several  out- 
of-state  programs,  reviewed  by  several  experts,  and  modified 
accordingly. 

A  master  list  of  the  72  cardiac  rehabilitation  programs 
existing  in  North  Carolina  in  1998  was  obtained  from  the 
North  Carolina  Association  of  Cardiovascular  and  Pulmo- 
nary Rehabilitation.  In  January  1999,  the  questionnaire  was 
mailed  to  the  directors  of  the  programs.  Individuals  who 
failed  to  respond  were  contacted  twice  by  mail  and  once  by 
phone.  Eventually,  85%  (61/72)  of  the  identified  programs 
responded. 

Cardiac  rehabihtation  has  traditionally  been  divided  into 
three  phases.  Phase  I  represents  inpatient  rehabilitation,  and 
Phases  II  and  III  represent  outpatient  rehabilitation.  Phases  II 
and  III  are  distinguished  from  each  other  by  the  use  of 
telemetry  (Phase  II  often  uses  semi-continuous  or  continuous 
monitoring)  and  length  of  time  after  hospital  discharge  or 
cardiovascular  event  (Phase  II  being  closer  to  discharge  or 
event). 

Arc  View®  GIS  3.0"  was  used  to  generate  a  map  of  North 
Carolina  showing  the  location  of  cardiac  rehabilitation  pro- 
grams. Mapping  was  based  on  zip  code,  and  the  program  was 
mapped  in  the  center  of  each  zip  code  region.  The  availability 
of  programs  was  assessed  by  county  and  region  (Tidewater, 
Coastal,  Piedmont,  or  Mountain).  The  United  States  Depart- 
ment of  Agriculture  (USD A)  rural-urban  continuum  codes 
were  used  to  define  location  in  an  urban  or  rural  county.'* 
Five  rural-urban  categories  were  created:  central  or  fringe 
counties  with  metropolitan  areas  of  1  million  or  more,  coun 
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Table  1:  Location  and  longevity 

of  cardiac  rehabilitation  programs  in 

North  Carolina 

Phase  II  (n=53) 

Phase  III  (n=59) 

Location  of  program 

Hospital 

31 

(58%) 

31 

(53%) 

Physician  office/medical  clinic 

6 

(11%) 

6 

(10%) 

School,  college,  or  church 

2 

(4%) 

4 

(7%) 

Fitness  facility 

11 

(21%) 

15 

(25%) 

Rehabilitation  center 

3 

(6%) 

3 

(5%) 

Year  program  began 

1975-79 

4 

(8%) 

7 

(12%) 

1 980-84 

6 

(11%) 

9 

(15%) 

1985-89 

12 

(23%) 

13 

(22%>) 

1990-94 

14 

(26%) 

12 

(20%) 

1995-98 

17 

(32%) 

18 

(31%) 

ties  with  metropolitan  populations  less  than  1  million,  those 
with  urban  population  of  20,000  or  more,  those  with  urban 
population  2500-19,999,  and  completely  rural  counties  with 
an  urban  population  of  less  than  2500.  The  USDA  urban 
influence  codes  were  used  to  define  whether  a  cardiac  reha- 
bilitation program  was  located  in  an  urbanized  county."* 
Counties  were  classified  into  3  categories  by  population  of 
county:  1  million  or  more,  10,000  to  1  million,  and  less  than 
10,000. 


Results 

Of  the  61  programs  respond- 
ing to  our  survey.  53  offered 
Phase  II  services  and  59  of- 
fered Phase  III  services;  55% 
of  the  programs  also  offered 
pulmonary  rehabilitation. 
Table  1  shows  the  location  of 
these  programs  and  the  year 
in  which  they  began  operat- 
ing; the  oldest  responding  pro- 
gram began  in  1975.  Most 
programs  are  organized 
around  a  hospital. 

Program  directors  were 
asked  to  estimate  the  number 
of  cardiac  rehabilitation  pa- 
tients attending  in  1998.  The 
median  number  attending 
Phase  II  during  1998  was  60  (range  10-420)  and  that  for  Phase 
III  was  53  (range  5-480).  In  1 998,  the  total  estimated  number 
of  patients  attending  the  61  programs  for  Phase  II  rehabilita- 
tion was  4896  and  for  Phase  UI,  3958  (some  patients  attended 
both). 

Geographic  Location  of  Programs.  The  map  (Figure)  shows 
the  location  of  programs  existing  in  1998.  The  Mountain 
region  had  the  greatest  number  of  counties  with  programs  and 


Table  2:  Geographical  distribution  of  cardiac  rehabilitation 

programs 

in  North  Carolina 

No 

in 

(n= 

.  of  counties 

region 

=100) 

Counties  with  outpatient  cardiac 
rehabilitation  programs 
(n-50) 

Region 

Tidewater 
Coastal 
Piedmont 
Mountain 

18 
23 
35 
24 

1  prog. 

7 
11 
12 
10 

>1  prog. 

0 
0 
5 
5 

total 

7  (39%) 
1 1  (48%) 
17(49%) 
15(63%) 

USDA  Rural-Urban  Continuum  Codes 
>1  million  metropolitan  area 
<1  million  metropolitan  area 
>20,000  urban  area 
2500-19,999  urban  area 
<2500  urban  or  rural  area 

7 
28 

8 
35 
22 

3 
12 

6 
16 

3 

1 
4 

1 
3 

1 

4  (57%) 
16(57%) 

7  (88%) 
19(54%) 

4(18%) 

USDA  Urban  Influence  Codes 
>1  million 
10,000  to  1  million 
<  10,000 

35 
43 
22 

15 

19 

6 

5 
3 
2 

20  (57%) 

22(51%) 

8  (36%) 
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theTidewaterregion  had  the  few- 
est (Table  2).  Fifty  of  North 
Carolina's  100  counties  had  at 
least  one  cardiac  rehabilitation 
program;  8  counties  had  2  pro- 
grams, and  1  had  3. 

According  to  USDA  rural- 
urban  continuum  codes,  rural 
counties  had  the  lowest  percent- 
age of  cardiac  rehabilitation  pro- 
grams (Table  2).  Counties  with  a 
metropolitan  population  of  1 
million  or  more  had  25  programs 
and  those  with  10,000  to  1  mil- 
lion people  had  26,  compared  to 
counties  with  fewer  than  10,000 
people,  which  had  only  1 0.  How- 
ever, 61  %  of  Program  Directors 
considered  their  programs  to  be 
located  in  rural  areas;  18%  said 
suburban,  and  2 1  %,  urban  areas. 
Program  Directors  estimated  that 
the  maximum  median  distance 
traveled  by  patients  to  attend  their 
program  was  30  miles  (range  4- 
90  miles). 


Table  3:  Personnel  and  services  provided  at  61  outpatient  cardiac 

rehabilitation  programs  in  North  Carolina 

Percent  of  programs 

offering 

Services 

Nutritional  counseling 

100% 

Stress  management 

98% 

Aerobic  exercise 

93% 

Vocational  counseling 

93% 

Pharmacy  /  medication  education 

89% 

Weight  training 

82% 

Smoking  cessation 

82% 

Weight  loss  counseling 

77% 

Patient  support  group 

46% 

Spouse  support  group 

40% 

Cardiopulmonary  resuscitation  classes 

33% 

Personnel 

Nursing 

98% 

Exercise  physiology 

84% 

Nutrition 

82% 

Psychologist  or  social  worker 

36% 

Student  in  training 

18% 

Respiratory  therapist 

10% 

Physical  therapy 

8% 

Practice  Patterns  in  Cardiac  Rehabilitation  Facilities.  The 

use  of  telemetry  monitoring  varied  by  program.  Most  pro- 
grams (62%)  provided  continuous  telemetry  cardiac  moni- 
toring for  all  patients,  but  19%  used  continuous  monitoring 
only  for  high  risk  patients;  1 1  %  provided  intermittent  moni- 
toring, and  8%,  none  at  all. 

Less  than  half  (41%)  of  Phase  II  programs  tracked  or 
followed  patients  from  Phase  I  through  follow-up  care,  but 
86%  of  Phase  III  programs  tracked  patients  from  Phase  II. 
Since  the  distinction  between  Phase  II  and  Phase  III  varied 


among  programs,  we  have  not  stratified  the  remaining  results 
by  Phase. 

Patient  Population.  Program  Directors  estimated  that  the 
majority  of  participants  were  white  (median  estimate,  90%; 
interquartile  range,  82-99%),  with  fewer  African- Americans 
(median  estimate,  6%;  interquartile  range,  1-12%),  and  vir- 
tually no  Hispanics  or  Native  Americans  (median  estimate, 
0%).  Participants  were  more  likely  to  be  men  (median  esti- 
mate, 65%;  interquartile,  range  60-70%)  than  women.  Only 


Mountain 


Piedmont 


Tidewater 


Coastal 


Figure.  Map  of  North  Carolina  divided  Into  four  regions  with  location  of  outpatient  cardiac  rehabilitation  programs. 
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4  programs  stated  that  they  operated  at  full  capacity  all  of  the 
time,  and  12  programs  stated  that  they  never  reached  full 
capacity. 

Program  Services  and  Ownership.  Outpatient  cardiac  reha- 
bilitation programs  offered  a  variety  of  services,  including 
nutritional  counseling,  stress  management,  aerobic  exercise, 
vocational  counseling,  medication  classes,  weight  training, 
and  smoking  cessation  programs  (Table  3).  Most  (88%) 
programs  were  owned  by  hospitals;  4  (7%)  were  owned  by 
physicians,  physician's  offices  or  medical  clinics;  2  (3%) 
were  owned  partially  or  fully  by  an  educational  institution; 
and  1  (2%)  was  operated  as  a  nonprofit  business. 

Personneland  Certification.  Most  programs  were  staffed  by 
personnel  with  training  in  nursing,  exercise  physiology,  or 
nutrition  (Table  2).  Some  programs  used  other  professionals 
(psychologists,  social  workers,  respiratory  therapists,  physi- 
cal therapists)  and  some  accommodated  students  in  training. 
Nearly  all  programs  (97%)  employed  at  least  one  person  with 
Advanced  Cardiac  Life  Support  certification,  and  80%  em- 
ployed at  least  one  person  certified  by  the  American  College 
of  Sports  Medicine  (3  Exercise  Test  Technologists,  58  Exer- 
cise Specialists,  and  12  Program  Directors). 


Discussion 

Our  survey  of  outpatient  cardiac  rehabilitation  programs 
operating  in  North  Carolina  in  1998  found  that  fewer  than 
5000  patients  were  using  the  respondent  services.  The  mag- 
nitude of  patients  eligible  for  such  services  is  considerably 
larger.  Consider  that  in  one  recent  year  (1995-6)  approxi- 
mately 1 14,361  people  were  hospitalized  in  North  Carolina 
for  ischemic  heart  disease,  plus  another  45,082  for  conges- 
tive heart  failure,  and  77,721  for  other  cardiovascular  dis- 
eases.'' Furthermore,  between  1994  and  1996  the  rate  of 
hospitalization  for  cardiovascular  disease  increased  8%  among 
Medicare  beneficiaries  aged  65  years  and  older.'"  Not  every 
one  of  these  patients  would  be  eligible  for  rehabilitation,  but 
even  the  most  conservative  estimate  emphasizes  the  low  rate 
of  utilization. 

From  1991  to  1995,  neariy  half  (46%)  of  all  coronary 
heart  disease  deaths  in  North  Carolina  occurred  in  women, 
but  we  found  that  cardiac  rehabilitation  use  by  women  was 
lower  than  that  by  men.  Even  more  problematical  is  the  low 
rate  of  participation  by  minorities  despite  the  fact  that  be- 
tween 1980  and  1994  the  age-adjusted  death  rates  for  coro- 
nary heart  disease  in  North  Carolina  adults  aged  35  years  or 
older  were  higher  for  African- Americans  than  for  whites.' 

The  Tidewater  and  then  the  Coastal  regions  had  the 
lowest  percentages  of  counties  with  cardiac  rehabilitation 
programs.  Unfortunately,  these  areas  also  had  the  highest 
death  rates  from  cardiovascular  disease.'  In  several  eastern 


counties,  death  rates  for  heart  disease  were  actually  higher  in 
1 99 1  - 1 995  than  in  1 986- 1 990,  while  death  rates  in  many  of 
the  remaining  counties  in  the  state  remained  stable  or  de- 
clined.' Additionally,  from  1995  to  1996,  hospital  discharge 
rates  for  ischemic  heart  disease  and  hypertension  were  higher 
in  northeast,  southeast,  and  western  border  counties.'* 

In  North  Carolina,  heart  disease  mortality  rates  are 
higher  in  rural  counties  than  in  urban  counties. '  As  expected, 
we  found  that  the  number  of  cardiac  rehabilitation  programs 
is  lowest  in  rural  counties.  Referral  for  cardiac  rehabilitation 
is  more  likely  when  a  facility  is  located  in  the  county  where 
the  patient  lives."  Certainly,  having  to  travel  a  long  distance 
can  be  a  deterrent  to  attending  a  rehabilitation  program."'-^ 
According  to  our  survey  respondents,  30  miles  is  the  average 
maximum  distance  patients  traveled  to  rehabilitation,  but 
there  are  localities  in  our  state  with  no  cardiac  rehabilitation 
program  within  this  driving  distance.  We  need  more  pro- 
grams or  alternative  programs  to  reach  patients  living  in  rural 
and  underserved  areas  of  North  Carolina. 

According  to  our  survey,  cardiac  rehabilitation  pro- 
grams offered  a  variety  of  services.  Still,  there  were  a  number 
of  barriers  to  referral  and  participation.  Less  than  half  of  the 
Phase  II  programs  tracked  or  followed  patients  from  Phase  I 
to  follow-up  care.  We  clearly  need  improved  continuity  of 
care  since  cardiac  rehabilitation  is  part  of  standard  treatment. 
In-hospital  physicians  and  cardiac  staff  can  facilitate  conti- 
nuity into  outpatient  cardiac  rehabilitation  by  including  it  as 
part  of  discharge  planning.'"*  And  outpatient  programs  could 
consider  redesigning  themselves  to  include  a  pretraining  or 
transitional  period.'"" 

The  training  and  services  available  at  the  cardiac  reha- 
bilitation facilities  in  North  Carolina  are  considerable  and 
exist  in  all  regions  of  the  state.  It  may  be  necessary  to  create 
more  facilities  or  develop  alternative  programming  in  order 
to  reach  a  higher  percentage  of  those  patients  for  whom 
cardiac  rehabilitation  is  recommended.  There  is  more  to  learn 
about  barriers  to  referral  and  participation  in  programs,  as  the 
future  of  North  Carolina  cardiac  rehabilitation  is  planned.  O 
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DISEASE      MANAGEMENT 


Slowing  the  Progression  of  Chronic 
Renal  Insufficiency 

Steven  Crowley,  MD 


There  are  at  least  three  reasons  why  doctors  should  be  adept 
at  managing  chronic  renal  insufficiency  (CRl): 

1 .  CRl  is  extraordinarily  common  and  will  become  more 
so  as  the  population  ages.  The  problem  is  that  CRl  leads  to 
end-stage  renal  disease  (ESRD),  which  has  a  high  mortality 
and  costs  a  lot  of  money.  In  1996.  the  highest  prevalence  of 
ESRD  in  the  US  was  found  in  individuals  aged  45-64,'  and 
this  group  also  had  the  most  incident  cases  of  ESRD  ( 25 .4 1 7 
new  cases  in  1996).  Because  this  segment  of  the  population 
will  become  our  elderly  during  the  next  20  years,  and  because 
of  improved  survival  in  ESRD — despite  a  relative  reduction 
in  annual  new  cases  since  the  late  1980s — we  can  anticipate 
that  the  US  prevalence  of  ESRD  will  grow  at  about  6%  per 
year. 

2.  Despite  improved  techniques  for  hemodialysis  (HD). 
mortality  of  patients  on  HD — especially  that  due  to  cardio- 
vascular disease — remains  quite  high.  According  to  the  1 998 
US  Renal  Data  System,  less  than  20%  of  patients  aged  50-54 
who  start  HD  survive  for  10  years.'  Excess  mortality  ranges 
from  22%  (for  Caucasian  women)  to  35%  (for  African- 
American  men). 

3.  Hemodialysis,  peritoneal  dialysis,  or  kidney  trans- 
plantation for  patients  with  ESRD  produces  substantial  costs 
to  society.  For  example,  in  Detroit  healthcare  costs  per  ESRD 
patient  run  $3500  per  month  or  $42,000  per  year,-  only  8%  of 
which  is  attributed  to  physician  fees.  It  is  easy  to  see  from 
these  figures  why  ESRD  care  costs  the  US  many  billions  of 
dollars  every  year. 


Dr.  Crowley  is  a  fellow  in  nephrology  at  Duke  University 
Medical  Center.  He  may  be  reached  at  Box  3014,  DUMC, 
Durham  27710,  or  by  email  at  crowl004@mc.duke.edu. 


Recognizing  CRl 

In  order  to  manage  CRl.  clinicians  need  a  way  to  detect  and 
monitor  the  progression  of  CRl  and  the  response  to  interven- 
tion. The  simplest  indication  of  renal  insufficiency  is  a  serum 
creatinine  (SCr)  concentration  above  1 .2-1 .4  mg/dL.  Actual 
kidney  function  (the  glomerular  filtration  rate  or  GFR)  is 
estimated  by  the  24-hour  creatinine  clearance  (CrCl),  defined 
as  the  volume  of  serum  cleansed  of  creatinine  per  minute,  and 
calculated  by  the  formula: 


CrCI 


(Urine  Creatinine  Concentration)  x  (24-hr  Urine  Volume) 
(Serum  Creatinine  Concentration)  x  (1440  Minutes) 


CrCl  is  preferable  to  simple  measures  of  serum  Cr 
because  the  CrCl  declines  directly  as  renal  function  declines. 
There  is  an  inverse  relationship  between  SCr  and  CrCl  (see 
Figure),  which  means  that  a  seemingly  tiny  change  in  SCr — 
say  from  0.7  to  1 .4mg/dL — can  indicate  a  50%  decrease  in 
CrCl.  Nevertheless,  the  CrCl  has  shortcomings.  It  may  over- 
estimate the  true  GFR  because  failing  kidneys  may  secrete  a 
greater  proportion  of  creatinine  into  the  proximal  tubules 
than  is  filtered  at  the  glomerulus.  GFR  itself  may  overesti- 
mate current  kidney  function  because  of  glomerular 
hyperfiltration  that  occurs  in  the  early  phase  of  glomerular 
disorders  such  as  diabetic  nephropathy  (in  these  conditions, 
a  rise  in  CrCl  may  actually  reflect  early  progression  of  kidney 
disease).  Despite  its  problems,  CrCl  is  useful  for  following 
CRl  over  time. 

It  is  certainly  true  that  clinicians  should  act  promptly 
whenever  they  note  incremental  increases  in  SCr,  and  should 
calculate  CrCl  if  there  is  any  question.  Previous  serum 
creatinine  measurements  may  show  that  renal  insufficiency 
is  chronic  rather  than  acute.  Acute  changes  must  be  investi- 
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gated  systematically,  ruling  out  volume  depletion 
as  a  cause  of  prerenal  azotemia  and  using  renal 
ultrasound  and  measurement  of  post- void  residual 
bladder  urine  to  exclude  urinary  tract  obstruction. 
Ascertaining  the  etiology  of  CRI  can  guide 
treatment.  In  younger  patients,  congenital  kidney 
disease,  interstitial  nephritis,  or  a  glomerulone- 
phritis are  the  common  causes  of  CRI:  diabetes 
mellitus  (DM)  and  hypertension  (HTN)  become 
more  prevalent  with  advancing  age  and  caused 
39%  and  25%,  respectively,  of  new  cases  of  ESRD 
between  1992  and  1996.  Patients  with  Type  1  DM 
have  a  higher  prevalence  of  ESRD,  but  there  are 
more  incident  cases  of  CRI  in  patients  with  Type  2 
DM  because  there  so  many  more  patients  with 
Type  2  DM.  In  African  Americans,  40%  of  cases  of 
ESRD  are  attributed  to  HTN.  emphasizing  the 
importance  of  blood  pressure  control  in  this  popu- 
lation. In  Native  Americans  and  Asian  Americans. 
DM  and  glomerulonephritis  are  the  prevalent  causes 
of  CRI.' 


Slowing  the  Progression  of  CRI 
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Figure.  Graphical  representation  of  the  theoretical  relationship 
between  kidney  function  (glomerularfiltration  rate,  orGFR)  and 
serum  creatinine  (SCr)  and  creatinine  clearance  (CrCI).  SCr  rises 
hyperbolically  as  kidney  function  fall,  whereas  CrCI  falls  linearly 
as  kidney  function  falls. 


We  do  not  have  space  here  to  discuss  the  management  of 
specific  renal  diseases,  but  certain  interventions  to  slow  the 
progression  of  CRI  are  broadly  applicable.  Control  of  HTN 
and  of  DM  clearly  slows  the  progression  of  CRI;  data 
supporting  dietary  protein  restriction  are  less  compelling. 

Hypertension  Control.  HTN  is  the  cause  of  30%  of  cases  of 
ESRD.  The  incidence  of  ESRD  attributable  to  HTN  is  rising 
at  9%  per  year,  faster  than  the  6%  growth  rate  for  ESRD  in 
general.  The  Modification  of  Diet  in  Renal  Disease  study  was 
a  large-scale  evaluation  of  patients  with  progressive  CRI.  It 
found  that  65%  of  patients  whose  GFR  was  reduced  to  80% 
of  normal  had  HTN.  and  95%  of  those  whose  GFR  had  fallen 
to  10%  of  normal  (thepoint  at  which  dialysis  usually  begins) 
had  HTN.'  Renal  failure  produces  or  worsens  HTN  by 
increasing  extracellular  fluid  volume,  decreasing  the  me- 
tabolism of  vasoconstricting  substances  such  as  endothelin. 
and  impairing  the  production  of  vasodilating  mediators  such 
as  nitric  oxide.  In  a  vicious  cycle,  HTN  worsens  renal  failure 
because  pressure  overload  induces  vascular  hypertrophy  and 
nephrosclerosis.  HTN  also  activates  growth  factors  leading 
to  mesangial  proliferation  and  glomerulosclerosis. 

The  Joint  National  Committee  on  HTN  cites  a  number  of 
nonpharmacologic  interventions  to  reduce  blood  pressure. 
These  should  be  instituted  before  or  concomitant  with  phar- 
macological therapy.  Weight  loss  reduces  blood  pressure  in 
many  persons  who  are  more  than  10%  above  ideal  body 
weight.  Drinking  more  than  1  ounce  ofalcohol  per  day  should 
be  eliminated  since  it  may  create  resistance  to  antihyperten- 


sive drugs.  The  committee  recommends  smoking  cessation, 
decreasing  dietary  fat  intake  and  restricting  dietary  sodium  to 
less  than  2-3grams  of  sodium  per  day  (because  50-90%  of 
patients  have  salt-sensitive  HTN).^ 

Beta-adrenergic  receptor  blocking  drugs  and  thiazide 
diuretics  form  the  mainstay  of  drug  treatment  of  hyperten- 
sion, but  in  hypertensive  patients  with  CRI  treatment  usually 
begins  with  angiotensin-converting  enzyme  inhibitors 
(ACEIs).  The  first  large  randomized  control  trial  evaluated 
the  use  of  captopril  in  409  patients  with  Type  1  DM.  most  of 
whom  had  HTN  at  the  start  of  the  trial.  After  3  years,  there 
was  a  50%  reduction  in  the  rate  of  progression  to  an  endpoint 
(either  doubling  of  serum  creatinine  or  death,  kidney  trans- 
plant, or  initiation  of  hemodialysis).  Patients  with  the  worst 
renal  disease  benefited  most,  but  curiously  the  mean  arterial 
blood  pressure  did  not  fall  significantly.'  The  beneficial 
effect  of  ACEI  (control  of  both  blood  pressure  and  pro- 
teinuria) was  later  validated  in  nondiabetic  patients  with  CRI, 
80%  of  whom  were  hypertensive.* 

In  the  more  recent  UK  Prospective  Diabetes  Study 
Group  trial,  1 148  patients  with  Type  2  DM  and  HTN  under- 
went strict  blood  pressure  control  with  either  ACEI  (captopril ) 
or  beta-blocker  (Atenolol).  After  10  years  of  treatment  there 
was  a  5-7%  reduction  in  systolic  and  diastolic  blood  pressure 
with  either  medication,  and  only  1%  of  either  group  had 
progressed  to  CRI."  These  data  suggest  that  control  of  blood 
pressure  with  either  beta-blockade  or  ACEI  tempers  the 
progression  of  renal  disease. 

Data  on  use  of  calcium  channel  blockers  (CCBs)  are 
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inconsistent.  A  randomized  controlled  trial  of  nifedipine 
versus  captopril  in  121  non-diabetic  patients  with  baseline 
serum  creatinines  ranging  from  1 .8  to  5  showed  that  both 
treatments  produced  a  159(-  reduction  in  mean  systolic  and 
diastolic  blood  pressure  and  a  slowing  in  the  rate  of  fall  in 
CrCL.'*  The  study  was  too  small  to  compare  the  two  treat- 
ments head-to-head,  and  there  was  a  25%  drop-out  rate, 
clouding  the  validity  of  the  results.  Some  trials  suggest  that 
CCBs  decrease  cardiovascular  events,  but  other  studies  found 
an  increased  risk  of  cardiovascular  morbidity  or  mortality, 
particularly  in  patients  with  Type  2  DM .'' '  -  No  published  trial 
adequately  addresses  the  effect  of  CCBs  on  the  progression 
of  renal  insufficiency,  but  CCBs  cannot  be  recommended  as 
front-line  therapy  because  they  may  be  dangerous." 

In  general,  we  know  that  controlling  high  blood  pressure 
with  ACEIs  and  beta-blockers  retards 
the  progression  of  CRI.  Diuretics,  used 
to  control  fluid  overload  in  CRI,  also 
lower  blood  pressure.  Other  antihy- 
pertensive drugs  such  as  clonidine, 
labetolol,  and  minoxidil  may  also  slow 
the  deterioration  of  renal  function. 
CCBs  are  commonly  used,  but  we 
need  more  data  before  they  can  be 
unanimously  recommended. 


urine  albumin  excretion  rate  of  40  mg/day  and  56%  fewer 
with  a  rate  of  SOOmg/day."* 

There  is  also  a  benefit  of  tight  blood  sugar  control  in 
patients  with  Type  2  DM.  A  study  of  4209  patients  with  Type 
2  DM  and  serum  creatinine  less  than  2mg/dL,  randomized  to 
conventional  or  intensive  blood  glucose  control  (with  oral 
hypoglycemic  drugs  and  insulin  if  needed),  found  a  doubling 
of  the  serum  creatinine  after  12  years  in  3.5%  of  the  conven- 
tional treatment  group  but  only  0.8%  of  the  intensive  treat- 
ment group.'"  The  differences  between  treatment  groups  in 
regard  to  serum  creatinine  (and  proteinuria)  did  not  become 
statistically  significant  until  after  9  years  of  intensive  treat- 
ment, suggesting  that  clinicians  must  intervene  early  and 
maintain  optimal  blood  sugar  values  to  slow  the  progression 
of  renal  insufficiency. 


Strict  Management  of  Diabetes.  DM 

is  listed  as  the  cause  of  ESRD  in  39% 
of  cases.  We  have  already  noted  the 
benefits  of  ACEIs  on  diabetic  nephr- 
opathy, but  tight  blood  sugar  control 
also  slows  the  progression  of  CRI. 
The  situation  is  complicated  because 
diabetic  nephropathy  may  not  be  clini- 
cally evident  in  its  early  stages  when 
hyperfiltration  increases  the  GFR.  Definite  renal  involve- 
ment (in  the  form  of  microalbuminuria)  is  not  typically  seen 
until  7-15  years  after  the  onset  of  diabetes,  and  CrCl  may  not 
fall  significantly  until  20  years  after  diagnosis.  By  then  there 
usually  is  frank  proteinuria  and  rising  blood  pressure,  and  50- 
75%  of  such  patients  progress  to  ESRD. 

Hyperglycemia  itself  damages  the  kidney  in  several 
ways.  It  creates  an  osmotic  effect  leading  to  hyperfiltration 
and  glomerular  damage.  It  combines  with  proteins  (glycation) 
and  the  glycated  end-products  cause  vascular  dysfunction, 
free  radical  production,  and  arteriolosclerosis.  The  release  of 
cytokines  by  the  diabetic  kidney  causes  mesangial  cell  pro- 
liferation. Lowering  the  blood  sugar  lessens  the  complica- 
tions. In  the  Diabetes  Control  and  Complications  Trial,  1441 
patients  with  Type  1  DM  were  randomized  to  intensive  (3  or 
more  insulin  injections/day )  or  conventional  (2  insulin  injec- 
tions/day) treatment.  The  average  follow-up  was  6.5  years 
and,  among  those  with  preexisting  mild  retinopathy,  inten- 
sive insulin  treatment  led  to  43%  fewer  individuals  with  a 
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Dietary  Protein  Restriction.  Many 
clinicians  restrict  dietary  protein  in 
patients  with  CRI,  but  the  data  in 
humans  do  not  prove  that  this  helps. 
In  rats,  on  the  other  hand,  there  are 
good  data.  When  renal  mass  in  rats 
is  reduced  (say,  by  unilateral  ne- 
phrectomy), the  surviving  glomeruli 
compensate  by  hyperfiltration.  This 
alters  glomerular  wall  permeability 
and  damages  glomerular  architec- 
ture. Restricting  dietary  protein  re- 
duces hyperfiltration  and  the  subse- 
quent deterioration  of  renal  func- 
tion in  nephrectomized  rats. 

In  an  18-month  trial  of  protein 
restriction  in  humans,  228  patients 
with  CRI  were  randomized  to  a  daily 
intake  of  0.6gm  of  protein/kg  body 
weight  versus  no  protein  restriction.  Patients  were  stratified 
according  to  baseline  CrCl  and  degree  of  proteinuria.  In  those 
with  preexisting  proteinuria,  protein  excretion  was  reduced 
in  both  the  control  and  intervention  groups,  and  the  final  level 
of  proteinuria  (2.5gmyday)  was  the  same  in  both  groups. 
During  the  trial,  CrCl  fell  more  slowly  than  before  the  trial  in 
both  groups,  but  no  comparison  was  possible  between  the 
protein-restricted  and  unrestricted  groups. "" 

As  part  of  the  Modification  of  Diet  in  Renal  Disease 
study,  585  patients  with  baseline  GFRs  of  24-55  mL/min 
were  randomized  to  diets  containing  1.3  or  0.58  gm  protein/ 
kg  body  weight/day.  After,  36  months  there  was  no  differ- 
ence in  GFR  between  the  groups."  However,  the  authors 
noted  an  acute  drop  in  GFR  during  the  first  4  months  of 
protein  restriction,  owing  to  an  abrupt  change  in  renal  hemo- 
dynamics; after  4  months,  the  rate  of  decline  in  GFR  was  in 
fact  significantly  slower  in  the  low  protein  group. 

A  meta-analysis  of  1413  patients  assigned  to  a  protein- 
restricted  or  control  diet  showed  a  small  benefit  from  protein 
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restriction  in  terms  of  reduced  proteinuria  or  a  slower  rate  of 
decline  in  GFR  in  non-diabetic  patients.'"  Meta-analyses  are 
subject  to  bias,  however,  since  published  trials  tend  to  be 
those  with  positive  rather  than  negative  results,  thereby 
making  it  more  likely  that  a  difference  will  be  demonstrated 
in  pooled  results.  Furthermore,  the  criteria  for  inclusion  of 
studies  is  suspect  since  at  least  one  study  included  in  the 
meta-analysis  was  listed  as  showing  a  benefit  of  treatment, 
when  the  original  data  show  none. 

It  seems  safe  to  say  that  moderate  restriction  of  dietary 
protein  does  not  unquestionably  benefit  patients  with  CRI. 
Given  the  difficulty  of  compliance,  restricting  dietary  protein 
may  simply  distract  clinicians  and  patients  from  other  inter- 
ventions of  more  clearly  proven  benefit.  However,  in  no 
instance  did  protein  restriction  cause  patients  to  lose  renal 
function  more  rapidly,  so  it  may  not  be  harmful.  A  low  serum 
albumin  concentration  is  associated  with  higher  mortality  in 
ESRD,  so  protein  restriction  ought  to  be  stopped  once  ESRD 
is  imminent  and  inevitable. 


Conclusions 

CRI  is  an  important  problem  because  it  progresses  to  ESRD, 
which  has  significant  associated  costs,  morbidity,  and  mor- 
tality. In  managing  CRI,  clinicians  should  remember  that 
small  changes  in  the  serum  creatinine  may  signify  substantial 
loss  of  renal  function,  and  that  the  24-hour  urine  creatinine 
clearance  may  be  more  informative,  particularly  if  combined 
with  measurement  of  protein  excretion. 

The  treatment  of  CRI  begins  with  an  evaluation  of  any 
recent,  acute  changes  in  renal  function  and  an  investigation  of 
the  etiology  of  the  patient's  renal  disease.  DM  and  HTN  are 
the  most  prevalent  primary  causes  or  exacerbators  of  renal 
disease.  Control  of  blood  pressure — preferably  with  an  ACEI, 
then  with  a  beta-blocker,  and  finally  with  other  antihyperten- 
sive drugs — can  slow  the  loss  of  renal  function.  Strict  blood 
sugar  control  in  patients  with  DM,  particularly  Type  1  DM, 
may  slow  advancement  of  diabetic  nephropathy.  Dietary 
protein  restriction,  while  probably  not  harmful,  has  no  un- 
equivocally demonstrated  benefits  for  CRI  (and  when  the 
disease  progresses  to  ESRD,  aggressive  nutrition  rather  than 
protein  restriction  is  indicated).    □ 
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Environmental  ozone  poses  risks  to  public  health,  especially 
in  the  summer  months.  The  North  Carolina  Department  of 
Health  and  Human  Services  (DHHS)  is  concerned  about 
those  risks.  The  scientific  literature,  including  United  States 
Environmental  Protection  Agency  (US  EPA)  documents, 
shows  that  individuals  with  underlying  lung  disease  are  at 
particular  risk  of  developing  respiratory  problems  following 
exposure  to  the  elevated  levels  of  ozone  that  may  be  present 
during  the  summer. 

Ozone  is  one  of  the  criteria  pollutants  identified  by  the 
US  EPA  under  the  Clean  Air  Act  of  1 970.  An  exposure  limit 
was  set  at  0. 1 2  parts  per  million  (ppm)  average  concentration 
over  1  hour  as  the  primary  standard  to  protect  the  public 
health,  including  the  health  of  sensitive  individuals.  The 
same  level  was  set  as  a  secondary  standard  to  protect  public 
welfare,  damage  to  crops,  animals,  and  buildings.  Since 
1970,  the  US  EPA  has  reviewed  more  than  3,000  studies;  it 
now  proposes  to  phase  out  the  previous  1-hour  standard  and 
replace  it  with  an  8-hour  standard  of  0.08  ppm.  Compliance 
with  the  new  standard  should  significantly  decrease  ozone- 
related  emergency  room  and  physician  visits,  and  hospital 
admissions  due  to  respiratory  problems  such  as  asthma  and 
pneumonia.  The  EPA  also  proposes  setting  the  secondary 
ozone  standard  at  0.08  ppm  over  8  hours. 

After  reviewing  the  US  EPA's  Criteria  Document,'  Staff 
Paper-  and  other  medical  literature,  the  Occupational  and 
Environmental  Epidemiology  Branch  of  the  State  Division 
of  Public  Health  concurs  with  setting  an  exposure  limit  of 
0.08  ppm  over  an  8-hour  time  interval  as  the  new  primary 
ozone  standard.  In  this  paper  we  review  data  supporting  the 
proposed  US  EPA  8-hour  standard,  outline  the  health  effects 
associated  with  exposure  to  ozone,  and  summarize  precau- 
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Branch,  Division  of  Public  Health,  NC  Department  of  Health 
and  Human  Services.  Dr.  Williams  may  be  contacted  at  91 9/ 
715-6429. 


tions  to  minimize  the  risk  of  adverse  effects  from  ozone 
exposure. 

The  Health  Effects  of  Ozone 

Ozone — triatomic  oxygen — is  a  highly  reactive  oxidant  gas 
formed  in  the  atmosphere  by  the  action  of  solar  ultraviolet 
radiation  on  oxygen  in  the  air.  Ozone  is  a  noxious  component 
of  the  smog  found  in  ground  level  atmosphere  (troposphere), 
but  in  the  stratosphere  (approximately  10  km  above  the 
earth's  surface)  an  ozone  layer  actually  protects  us  from 
exposure  to  harmful  levels  of  ultraviolet  light.  The  formation 
of  ozone  is  enhanced  by  the  presence  of  sunlight  and  volatile 
organic  compounds  and  nitrogen  oxides,  derived  largely 
from  the  exhaust  emissions  of  cars,  trucks,  power  plants,  and 
factories.'  - 

The  toxicology  and  health  effects  of  ozone  exposure  are 
well  known.  It  produces  its  health  effects  through  a  number 
of  complex  mechanisms,  including  reaction  with  fatty  acids 
and  with  sulfhydryl,  amino  and  other  electron-rich  molecules 
in  the  body.  It  can  form  free  radicals  and  is  thus  a  powerful 
oxidant.  Exposure  to  elevated  ozone  concentrations  can 
disrupt  the  barrier  function  of  the  lung,  alter  mucociliary 
bronchoalveolar  clearance,  the  function  of  alveolar  mac- 
rophages, and  immune  competence.  These  effects  increase 
susceptibility  to  bacterial  respiratory  infections  and  lessen 
lung  function. '■- 

Most  studies  of  the  health  effects  of  ozone  have  focused 
on  the  respiratory  system.  As  the  concentration  of  ozone 
increases,  there  is  an  increase  in  symptoms  such  as  cough, 
nasal  irritation,  throat  irritation,  chest  pain  with  deep  inspira- 
tion, shortness  of  breath,  and  decreased  exercise  perfor- 
mance. Ozone  exposure  induces  tachypnea,  increases  air- 
ways resistance,  and  reduces  the  volume  of  air  that  can  be 
forcibly  expired  in  one  second  (FEVj)  and  the  forced  vital 
capacity  (FVC).  Ozone  causes  increased  airways  responsive- 
ness and  sensitivity  to  allergens.'-  ; 
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Table  1.  Ozone  concentrations 

inducing  a  >5%  decrease  in 

FEV^  in  healthy  individuals.^'^ 

Ozone  concentration  (ppm) 

Duration  of  activity 

Level  of  activitv 

0.08 
0.10 
0.12 
>0.16 
>0.18 
>0.30 
>0.37 
>0.50 

5-6  hours 
4-5  hours 
3  hours 
1-3  hours 
1-3  hours 
1-3  hours 
1-3  hours 
1-3  hours 

Moderate  exercise 
Moderate  exercise 
Moderate  exercise 
Very  heavy  exercise 
Heavy  exercise 
Moderate  exercise 
Light  exercise 
Rest 

Table  2.  Ozone  concentrations  producing  temporary  adverse  health  effects  in  healthy  individuals^-^ 

Ozone  concentration  (ppm) 

Duration/type  of  activity 

Health  effects 

0.08 

6.6  hrs  moderate  exercise 

respiratory  symptoms 
tnonspecific  airways  responsiveness 
tlung  lavage  protein  content  and  poly 

morphonuclear  cells 
♦function  of  lung  macrophages 

0.12 

1-3  hrs  heavy  exercise 

cough 

0.12 

8  hrs  avrg/moderate  exercise 

moderate  respiratory  impairment  in 
50%  of  individuals 

0.12 

8  hrs  avrg/moderate  exercise 

severe  respiratory  impairment  in  20% 
of  individuals 

0.12 

8  hrs  avrg/moderate  exercise 

moderate/severe  respiratory  symptoms 
in  10-15%  of  individuals 

0.16-0.18 

1-3  hrs  heavy  exercise 

shortness  of  breath 

chest  pain  on  deep  inspiration 

lower  respiratory  scores 

0.18 

1  -3  hrs  heavy  exercise 

tnonspecific  airways  responsiveness 

0.4 

1-3  hours  at  rest 

tnonspecific  ainways  responsiveness 

Effects  in  Healthy  Individuals .  The  risk  of  developing 
health  effects  depends  on  ozone  concentration  and  duration 
of  exposure,  sensitivity  of  the  individual,  and  activity  at  the 
time  of  exposure  (exercise  increases  the  inhalation,  and  thus 
the  intrapulmonary  concentration,  of  ozone  by  increasing 
ventilation  rate,  tidal  volume,  and  inspiratory  flow).  The 
influences  of  duration  of  exposure  and  level  of  activity  can  be 
seen  in  Table  1 . 

TheFEV|  decreases  by  about  50  ml  for  every  0.1  ppm  of 
ozone  exposure.  The  group  mean  YEV  ^  of  healthy  individuals 
over  8  years  of  age  who  undergo  a  few  hours  of  exposure  to 
ozone  decreases  significandy  (>5%  compared  to  controls). 
Fortunately,  the  decreased  lung  function  is  of  short  duration 
and  reversible  in  healthy  individuals,  but  it  is  not  known 
whether  repeated  short-term  exposure  to  ozone  can  perma- 
nently injure  the  lungs.'-  As  shown  in  Table  2,  exposure  to 


0.12  ppm  (the  existing  1  hour  standard)  for  1  to  3  hours 
produces  adverse  health  effects  in  healthy  individuals,  and 
exposure  to  0.08  ppm  (the  proposed  8  hour  standard)  for  6.6 
hours  causes  adverse  health  effects  in  healthy  individuals. 

Effects  in  Sensitive  Individuals.  Sensitive  individuals  have 
a  greater  risk  of  developing  adverse  respiratory  effects — 
either  because  of  underlying  physiological  abnormalities  or 
because  of  a  higher  level  of  exposure  due  to  outdoor  work 
activities.  The  EPA  defines  four  sensitive  groups:  children, 
adults  who  are  active  outdoors,  people  with  respiratory 
diseases  such  as  asthma,  and  people  with  unusual  susceptibil- 
ity to  ozone  (5-20%  of  healthy  test  subjects). '- 

Both  sensitive  and  healthy  individuals  show  similar 
health  effects  from  ozone  exposure,  but  sensitive  individuals 
develop  responses  at  lower  ozone  concentrations  or  after 
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Table  3.  Locations  where  ozone  pollution  has  been  associated  with  increased  hospital  visits  and 
admissions 


Locations 

Northeastern  US 

Ontario,  Canada 

New  Jersey;  Mexico  City 

New  York 

St.  Paul,  MN;  Birmingham,  AL 


Hospital  visits  and  admissions 

10-20%  increase  in  hospital  respiratory  visits  and  admissions^ 
Increased  hospital  and  emergency  department  visits'" 
Increased  frequency  of  hospital  visits  for  asthma^* 
Increased  frequency  of  hospital  admissions  for  respiratory  causes** 
Increased  hospital  admissions  for  pneumonia'' 


Table  4.  Average  peak  ozone  concentrations  from  June  through  August  1998  ^'° 

Ozone  concentrations  reported  in  NC  metropolitan  areas  (ppm) 
Mean-1hr  Maximum-1hr  Mean-8hr  Maximum-8hr 

(2-6  pm)  (11am-7pm)  (11am-7pm) 

0.140 
0.132 
0.130 
0.122 
0.120 
0.112 


Urban  area 

(2-6  pn 

Charlotte 

0.069 

Raleigh 

0.068 

Durham 

0.066 

Greensboro 

0.065 

Winston-Salem 

0.063 

Fayetteville 

0.066 

0.066 

0.115 

0.066 

0.119 

0.063 

0.102 

0.062 

0.102 

0.061 

0.098 

0.064 

0.104 

Table  5.  Number  of  calendar  days  in  1998  in  which  the  US  EPA  1-hour  and  8-hour 
ozone  standards  were  exceeded^ 


Urban  Area 

Charlotte 

Raleigh 

Durham 

Greensboro 

Winston-Salem 

Fayetteville 


Number  of  days  in  June-August  exceeding  standards 
0.12  ppm  (1-hour  standard)         0.08  ppm  (8-hour  standard) 


32 
24 
15 
11 
10 
15 


shorter  exposures.  In  some  cases,  effects  may  be  more 
pronounced  in  sensitive  individuals,  but  these  individuals 
rarely  notice  respiratory  effects  from  exposure  to  less  than 
0.06  ppm  for  8  hours.-  The  risk  of  developing  adverse 
respiratory  effects  is  much  higher  in  sensitive  individuals 
exposed  to  an  8-hour  ozone  concentration  more  than  0.10 
ppm.  Ozone  levels  in  many  North  Carolina  urban  areas  are 
high  enough  to  produce  adverse  health  effects  in  sensitive 
individuals. 

Persons  with  underlying  pulmonary  disease  are  at  high 
risk  of  developing  respiratory  problems  and  may  require 
medical  attention  after  ozone  exposure.  Because  children  are 
more  likely  to  exercise  outdoors  than  adults,  and  because 
40%  of  asthma  cases  occur  in  childhood,  a  high  percentage  of 
children  report  symptoms  after  ozone  exposure.  Ozone  air 
pollution  has  been  associated  with  increased  hospital  visits 
for  asthma  flares,  pneumonia,  and  other  respiratory  diseases 
in  the  United  States,  Canada,  and  Mexico  as  shown  in  Table 
3.^''  The  exposure  of  one  million  persons  to  ambient  ozone 


concentrations  of  0.100  ppm  will  produce  1-3  hospitaliza- 
tions from  respiratory  illness. - 


Ground  Level  Ozone 
Concentrations  in  North  Carolina 

Ambient  levels  of  ozone  vary  by  region,  time  of  day,  the 
presence  of  ozone-forming  compounds,  and  weather  condi- 
tions. Estimated  summer  daytime  levels  in  the  United  States 
average  0.025-0.045  ppm  over  8  hours."  According  to  the  NC 
Division  of  Air  Quality,  ambient  ozone  levels  in  this  state, 
June  through  August  (when  temperatures  and  thus  ozone 
concentrations  are  highest),  are  usually  lower  in  the  early 
morning  and  peak  between  2:00  and  6:00  pm  EDT.  In  North 
Carolina  mountain  and  coastal  areas,  peak  ozone  concentra- 
tions often  occur  after  7:00  pm.  and  there  is  less  difference 
between  daily  lows  and  highs.  This  is  due  to  mountain 
breezes  blowing  steadily  upslope  by  day  and  downslope  at 
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night,  and  sea  breezes  blowing  steadily  inland  by  day  and  out 
to  the  sea  at  night." 

Ozone  levels  tend  to  be  highest  in  urban  areas  such  as 
Charlotte,  Raleigh,  Durham,  Greensboro,  Winston-Salem, 
and  Fayetteville,  and  in  the  Great  Smoky  Mountains.  Table 
4  gives  the  mean  and  maximum  1-hour  and  8-hour  average 
ozone  concentrations  reported  during  the  hottest  time  of  the 
day,  June  through  August  1 998 .  The  number  of  calendar  days 
in  which  the  US  EPA  1  -hour  standard  of  0. 1 2  ppm  and  8-hour 
standard  of  0.08  ppm  were  exceeded  in  major  North  Carolina 
cities  is  shown  in  Table  5.  These  levels  are  high  enough  to 
cause  adverse  health  effects  even  in  healthy  individuals. 


Can  Ozone  Be  a  Problem 
Inside  Buildings? 

Most  ozone  monitoring  data  focus  largely  on  outdoor  ozone 
concentrations.  However,  there  is  some  information  on  in- 
door concentrations.  Indoor  ozone  sources,  such  as  ozone- 
generating  air  cleaners,  can  generate  ozone  concentrations  as 
high  as  0. 1 2  to  0.800  ppm,'  which  are  2.4- 1 6  times  the  Food 
and  Drug  Administration's  standard  of  0.05  ppm  for  indoor 
medical  devices  and  well  above  levels  that  pose  potential 
health  hazards.  Because  of  health  concerns,  the  US  EPA, 
Health  Canada,  and  several  state  health  departments  (includ- 
ing North  Carolina's)  have  issued  warnings  about  such  air 
cleaners.  A  complete  summary  on  the  ozone  generator  issue 
can  be  found  in  the  US  EPA  document  entitled.  Ozone 
Generators  That  Are  Sold  As  Air  Cleaners  (available  at 
www.epa.gov/iaq/pubs/ozonegen.html). 

Ozone-generating  air  cleaners  can  produce  significant 
ozone  concentrations,  but  most  indoor  ozone  comes  from 
outdoors.  Indoor  ozone  concentrations  vary  from  <  10  to  80% 
of  outdoor  ozone  concentrations. '  This  variability  is  due  to  a 
number  of  factors:  air  infiltration  or  exchange  rates,  interior 
air  circulation,  interior  surface  composition  (rugs,  draperies, 
furniture,  etc.),  and  reaction  with  indoor  air  compounds. 
Based  on  reported  ratios  of  indoor  to  outdoor  ozone,  it  seems 
likely  that  indoor  ozone  exposure  may  sometimes  be  signifi- 
cant. These  findings  are  of  particular  concern  to  susceptible 
populations  occupying  urban  buildings  with  no  air-condi- 
tioning and  high  intakes  of  outside  air.  However,  we  want  to 
stress  that  when  outdoor  ozone  levels  are  elevated,  it  is 
generally  safer  to  be  indoors  (especially  in  air-conditioned 
buildings)  as  long  as  there  is  no  indoor  ozone  source. 


Getting  Information  about  Local 
Ozone  Levels 

In  North  Carolina,  the  Division  of  Air  Quality  (DAQ)  in  the 
Department  of  Environment  and  Natural  Resources  mea- 
sures ozone  concentrations  from  April  through  October  at  43 


monitoring  sites  throughout  the  state.  During  the  season,  the 
DAQ  forecasts  ozone  levels  for  each  upcoming  day  using 
meteorological  and  non-meteorological  data.  If  the  level  is 
predicted  to  exceed  the  8-hour  ozone  standard  of  0.08  ppm, 
specific  state  agencies  are  notified.  The  forecasts,  released  at 
3:00  pm  in  order  to  provide  sufficient  time  for  the  public  to 
take  necessary  precautions,  are  reported  to  the  Associated 
Press,  and  to  television  and  radio  stations  and  newspapers  in 
the  Research  Triangle  and  Charlotte  areas.  The  Forsyth 
County  Environmental  Affairs  Department  informs  the  me- 
dia in  the  Triad.  The  DAQ  forecast  can  be  found  on  the 
Internet  (http://daq.state.nc.us):  general  information  about 
ozone  can  be  found  at  the  US  EPA  web  address  (http:// 
www.epw.gov/aimow). 

The  ozone  forecast  reports  one  of  five  color  codes 
(Green,  Yellow,  Orange,  Red,  Purple)  for  the  predicted 
ozone  concentrations.  These  color  codes  correspond  to  a  US 
EPA  derived  Air  Quality  Index  (AQI),  and  health  advice 
associated  with  that  code.'"  The  higher  the  AQI,  the  greater 
the  health  concern.  Table  6  lists  these  codes  and  the  summa- 
rized health  effects  and  advice  for  each  code. 


Can  We  Reduce  Ozone  Levels? 

Ground  level  ozone  is  produced  when  ozone  precursors  like 
volatile  organic  chemicals  and  nitrogen  oxides  react  with 
sunlight.  Coal-powered  plants,  automobiles  and  other  ve- 
hicles are  major  sources  of  these  ozone  precursor  com- 
pounds. We  can  decrease  ozone  levels  by  driving  less,  by 
carpooling,  by  having  our  cars  well-tuned,  by  refueling  only 
after  6  pm,  by  conserving  electricity,  by  minimizing  spills  of 
chemicals  such  as  gasoline  and  by  tightly  sealing  containers 
holding  volatile  organic  chemicals. 


Summary 

Sensitive  individuals  are  at  risk  of  adverse  health  effects  from 
exposure  to  even  modest  levels  of  ozone.  Such  individuals 
are  likely  to  develop  respiratory  symptoms  and  are  more 
likely  to  be  hospitalized  when  exposed  to  ozone  at  currently 
accepted  levels.  A  review  of  scientific  documents  regarding 
the  health  effects  of  ozone  has  led  the  DHHS  to  agree  with  the 
EPA  that  the  primary  ambient  air  standard  for  ozone  should 
be  changed  from  0.12  ppm  (1 -hour  average)  to  0.08  ppm  (8- 
hour  average).  Achieving  the  proposed  0.08  ppm  standard 
should  decrease  physician  visits,  hospitalization,  and  use  of 
respiratory  medications.  In  addition,  because  very  suscep- 
tible healthy  individuals  may  experience  adverse  health 
effects  of  the  current  standard,  it  is  clear  that  the  current 
standard  provides  little  or  no  margin  of  safety ,  particularly  for 
sensitive  individuals. 

In  order  to  avoid  exposure  to  unhealthy  levels  of  ozone. 
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Table  6.  US  EPA  color  codes  corresponding  to 

ground  level 

ozone  concentrations^t 

Air  quality                           Ozone 

Color 

category                            (ppm/8-hr) 

AQI* 

code 

Health  effects  and  advice 

Good                                   0.0-0.064 

0-50 

GREEN 

No  adverse  health  effects  expected 

Moderate                           0.065-0.084 

51-100 

YELLOW 

In  unusually  sensitive  individuals: 

-  possible  cough,  painful  breathing 

-  limit  prolonged  outdoor  exposure 

-  minimize  outdoor  exposure  from 

2:00-6:00  pm 

Unhealthy  for                    0.085-0.104 

101-150 

ORANGE 

In  sensitive  individuals: 

sensitive  persons 

-  possible  cough,  painful  breathing, 

diminished  lung  function 

-  limit  prolonged  outdoor  exposure 

-  minimize  outdoor  exposure  from 

2:00  to  6:00  pm 

Unhealthy                          0.105-0.124 

151-200 

RED 

In  sensitive  individuals 

-  probable  cough,  painful  breath 

ing,  diminished  lung  function 

-  avoid  prolonged  outdoor  expo 

sure 

-  minimize  outdoor  exposure  2:00 

to  6:00  pm 
In  healthy  individuals 

-  possible  cough,  painful  breath 

ing,  diminished  lung  function 

-  limit  prolonged  outdoor  expo 

sure 

-  minimize  outdoor  exposure  from 

2:00  to  6:00  pm 

Very  unhealthy                  0.125* 

201-300 

PURPLE 

Sensitive  and  healthy  individuals 
-  cough;  painful,  impaired  breath 
ing,  diminished  lung  function 
Sensitive  individuals 

-  avoid  outdoor  activity 
Healthy  individuals 

-  limit  outdoor  exertion 

-  avoid  outdoor  exposure 

t  Minor  modifications  from  original  reference 

2:00  to  6:00  pm 

*Air  Quality  Index 

people  should  take  precautions  to  minimize  exposure  from 
2:00  to  6:00  pm  on  days  when  ozone  levels  are  high.  This  is 
especially  so  for  children,  adults  who  are  active  outdoors, 
those  with  respiratory  disease  such  as  asthma,  and  people 
with  unusual  susceptibility  to  ozone.  □ 
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FIRST-PERSON      PHYSICIAN 


My  Father,  My  Life,  and  Chlorpromazine 


Moira  Frierson  Artigues,  MD 


This  story  begins  before  my  birth.  In  the  late  1950s,  my  father 
graduated  from  the  Medical  University  of  South  Carolina  and 
began  a  residency  in  psychiatry,  first  in  Newport  News, 
Virginia  and  later  at  the  Menninger  Clinic  in  Topeka,  Kansas. 
In  March  1964,  in  his  last  year  of  residency,  he  was  killed  in 
a  motor  vehicle  accident.  I  was  a  year  old.  My  mother,  two 
older  sisters  and  I  left  Topeka  for  Charleston,  South  Carolina, 
my  mother's  home.  When  my  mother  remarried,  she  threw 
away  most  of  the  pictures  of  my  father  and  the  books  that  had 
belonged  to  him.  Among  his  few  remaining  possessions  were 
a  Merck  Manual,  circa  1961,  and  Anomalies  of  Modern 
Medicine  — a  large  blue  book  of  photographs  of  disfiguring 
illnesses,  simultaneously  repellant  and  captivating.  I  gave 
these  two  books  an  extraordinary  amount  of  attention.  I  was 
intensely  curious  about  my  father — who  had  he  been? 

When  I  decided  to  go  to  medical  school,  my  thoughts 
began  to  turn  more  regularly  to  my  deceased  father.  Every  day 
I  walked  the  same  sidewalks  at  the  Medical  University  that  he 
had  walked  30  years  before.  Once  in  the  medical  library,  I 
looked  into  the  Index  Medicus  and  found  that  he  had  pub- 
lished two  case  reports,  in  1959  and  1961.  These  dealt  with 
the  use  of  the  then-new  major  tranquilizers,  chlorpromazine 
and  prochlorperazine.  Reading  what  he  had  written  seemed 
like  hearing  his  voice  for  the  first  time.  I  had  already  decided 
to  train  in  psychiatry,  but  reading  these  case  reports  made  it 
apparent  how  different  would  be  the  psychiatry  that  I  would 
practice  compared  to  my  father's. 


The  Treatment  of  Schizophrenia 

During  my  training  at  Duke,  the  residents  were  assigned  the 
task  of  teaching  one  another  about  different  aspects  of  schizo- 
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phrenia.  I  chose  the  history  of  treatment  for  schizophrenia.  In 
reviewing  my  father' sedition  of  the  Me/TA:A/a«M«/,  I  found, 
to  my  surprise,  that  in  1961  psychotherapy,  electroconvul- 
sive therapy,  and  insulin  shock  were  the  sole  forms  of  somatic 
treatment  for  psychosis.  Chlorpromazine  was  mentioned  as  a 
tranquilizing  agent  of  limited  usefulness.  I  was  astonished:  a 
medication  that  can  treat  psychosis  was  used  only  as  a 
tranquilizer,  while  less  reliable,  laborious,  and  dangerous 
treatments  were  preferred.  Only  after  15  years  of  clinical  use 
was  chlorpromazine  recognized  as  having  anti-psychotic 
activity.  In  fact,  this  recognition  was  a  triumph  for  biological 
psychiatry,  showing  that  alteration  of  brain  chemistry  could 
produce  changes  in  thoughts  and  behavior. 

Since  the  time  of  Freud,  biological  and  psychoanalytic 
psychiatrists  had  occupied  opposing  camps,  but  over  the  last 
forty  years  advances  in  psychopharmacology  have  led  many 
psychiatrists  to  cast  aside  the  use  of  psychotherapy  and 
psychoanalysis.  The  success  of  medication  has  led  to  a 
simplistic  view  of  treatment,  a  "dumbing-down"  of  psychia- 
try. Psychiatry  residencies  today  teach  only  a  bare  minimum 
of  psychoanalysis  and  the  techniques  of  psychotherapy,  even 
though  the  enormous  impact  of  human  relationships  on  the 
functioning — not  to  mention  the  structure — of  the  human 
brain  is  well-supported  by  research  findings. 

Instead  of  viewing  biological  and  psychoanalytic  mod- 
els as  opposed  to  one  another,  I  believe  that  psychiatrists 
today  could  improve  their  treatments  by  using  both  medica- 
tions and  psychotherapy.  This  would  also  integrate  the  fac- 
tors that  make  psychiatry  a  fascinating  field:  hard  science 
alongside  thought  and  behavior.  Patients  and  psychiatrists 
would  best  be  served  by  a  view  that  encompasses  all  that 
makes  psychiatry  so  rewarding. 

Chlorpromazine  Again 

At  his  death,  Frederick  Hine,  MD,  a  generous  Professor  of 
Psychiatry  at  Duke,  left  his  books  to  the  Medical  Center.  One 
day,  I  saw  a  sign  in  the  library  that  read,  "Free  Books  in 
Basement."  In  piles  on  the  floor  lay  Dr.  Hine's  books, 
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hundreds  of  books,  old  and  new,  on  every  imaginable  subject 
in  psychiatry.  1  picked  up  as  many  as  I  could  carry  and  was 
about  to  leave  with  my  arms  full  when  I  saw  the  title 
Chlorpromazine  and  Mental  Health. 

This  little  red  book  documented  the  proceedings  of  a 
1955  conference  held  in  Philadelphia,  at  which  Smith,  Kline 
and  French  introduced  chlorpromazine  following  its  synthe- 
sis by  Rhone-Poulenc  in  France  in  1950.  Jean  Delay  and 
Francis  Deniker,  psychiatrists  at  St.  Anne's  Hospital  in  Paris, 
used  the  drug  to  treat  mania,  schizophrenia,  and  other  neurop- 
sychiatric  illnesses.  They  called  it  a  "neuroleptic"  from  the 
Greek  word  leptikos.  meaning  "accepting"  or  "assimila- 
tive."' Francis  Boyer,  President  of  Smith,  Kline  and  French, 
hailed  the  "new  climate  surrounding  the  treatment  of  the 
mentally  ill,"  as  demonstrated  by  a  conference  "centered 
around  a  new  drug  and  sponsored  by  a  pharmaceutical 
house" — a  combination  unheard  of  in  psychiatry  before  this.- 

Again,  comparisons  with  my  father's 
era  were  inevitable.  I  was  training  at  a 
time  when  weekly  luncheons  for  resi- 
dents were  sponsored  by  pharmaceutical 
companies  hoping  to  capture  the  budding 
doctors"  attention.  There  was  other  "free 
stuff:  coffee  mugs,  pens,  free  dinners, 
even  books — such  as  the  two-volume. 
$200  Comprehensive  Textbook  of  Psy- 
chiatry given  to  me  by  a  representative  of 
the  Glaxo  Wellcome  Coiporation.  My 
father  never  enjoyed  such  "perks"  (or 
bribes).  It  is  not  hard  to  find  the  reasons 
drug  companies  have  permeated  training 
in  psychiatry  to  such  a  phenomenal  de- 
gree. In  1997.  Prozac,  the  best-selling  psychotropic  drug  in 
the  world,  generated  revenues  of  $2.7  billion  worldwide  and 
$1  billion  in  the  United  States.  The  "new  climate"  that  Mr. 
Boyer  noted  in  1950  has  become  the  prevailing  weather 
condition. 

In  1954,  chlorpromazine  was  introduced  into  clinical 
use  in  the  United  States.  It  was  to  be  used  for  "Tension  and 
anxiety  states,  mild  to  severe  agitation,  and  hypomanic  and 
manic  behavior,  as  well  as.  .  .  patients  with  delusions, 
hallucinations,  and  various  obsessive-compulsive-phobic 
conditions.  It  was  also  given  to  patients  with  epilepsy  and 
paralysis  agitans."^  The  need  was  real.  The  Commission  on 
Chronic  Illness  reported  that  1.2  million  patients  had  been 
admitted  to  mental  hospitals  in  1950,  and  at  any  given  time, 
there  were  between  700,000  and  800,000  patients  behind  the 
walls.'*  Mental  hospitals  were  remote  from  academic  centers, 
and  psychiatry  suffered  from  this  separation.  Opportunities 
for  research  were  lost  and,  importantly,  psychiatry  was 
perceived  as  an  esoteric,  inaccessible,  "non-medical"  spe- 
cialty. This  led  to  excesses.  In  1955,  Dr.  Vernon  Kinross- 
Wright  wrote  that  chlorpormazine  had  produced  "Improve- 
ment, and  often  cure  ...  in  practically  every  type  of  mental 
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illness."'  Dr.  Kinross- Wright's  over-enthusiastic  endorse- 
ment of  chlorpromazine  sounds  almost  desperate.  The  rea- 
sons for  this  are  not  hard  to  imagine:  the  isolation  that 
psychiatrists  of  the  day  must  have  felt,  and  the  lack  of 
effective  treatment  for  their  desperately  ill  patients. 


The  Treatment  of  Mental  Illness 

In  1950,  most  institutionalized  patients  had  been  diagnosed 
with  schizophrenia,  which  affects  about  1%  of  the  general 
population.  The  treatments  such  patients  were  subjected  to 
then  and  during  the  preceding  100  years  included  gyration  in 
swivel  chairs  to  the  point  of  nausea  and  vomiting;  apomor- 
phine  injections;  bloodletting;  etherization;  oral  administra- 
tion of  camphor,  digitalis,  hemlock,  quinine,  opium,  bro- 
mides, cannabis,  and  mescal;  starvation;  high-fat  diet;  bowel 
lavage;  tooth  extraction;  production  of  ab- 
scesses; insulin  shock;  psychosurgery; 
massage;  prolonged  sleep  induction;  beat- 
ing; restraint  (including  "Rush's  Tranquil- 
izer," a  restraining  chair  invented  by  the 
reformer  Benjamin  Rush  in  the  mid-nine- 
teenth century);  seclusion;  and  bed  rest.* 
Hydrotherapy  ranged  from  Freud' s  accounts 
of  standing  with  his  patients  in  waist-deep 
water  to  wrapping  patients  tightly  in  damp 
sheets  for  hours  at  a  time.  There  are  horrific 
accounts  of  the  "icepick  treatment,"  the 
brutal  practice  of  lobotomy,  in  which  a 
metal  probe  was  (literally)  hammered 
through  the  medial  lacrimal  duct  of  an 
awake  patient  in  order  to  destroy  the  frontal  lobe  of  the  brain. 
There  is  a  legend  in  my  family  that  the  janitor  in  our  Topeka 
apartment  building  had  had  a  lobotomy  and  sat  like  a  zombie 
in  a  utility  closet  for  much  of  the  day.  The  more  I  learned 
about  the  practice  of  psychiatiy  in  my  father's  time,  the  more 
my  admiration  for  him  grew.  It  took  courage  to  choose 
psychiatry  as  one's  profession. 

Chlorpromazine  was  viewed  as  a  godsend  by  the  strug- 
gling clinicians  of  the  1950s.  Dr.  Mortimer  Gross  offered  a 
sketch  of  the  life  in  a  "State  Hospital  Regressed  Ward."  "The 
schizophrenic  patients  we  are  dealing  with  have  been  on  this 
ward  an  average  of  8  years,  and  in  a  state  hospital  an  average 
of  12  years.  The  degree  of  their  untidiness  varies,  from  a  few 
who  wet  the  bed  at  night  only  occasionally.  .  .  to  those  few 
who  are  untidy  all  the  time,  drol  [sic]  saliva  over  their  clothes, 
and  allow  accumulation  of  nasal  discharges. ...  As  a  group, 
the  patients  present  a  rather  chaotic  picture. . .  the  idleness,  the 
empty,  meaningless  activity,  the  constant  walking  back  and 
forth  and  milling  about  [is]  very  prominent.  Also  outstanding 
is  the  absence  of  any  apparent  group  feeling;  one  senses 
immediately  that  there  are  160  men  together  in  the  cottage, 
but  with  little  sense  of  community.  .  .  .  Sometimes  a  patient 
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who  is  constantly  shouting,  or  one  who  runs  about  inces- 
santly, affects  the  others  and  seems  to  stimulate  a  general 
restlessness.  It  is  at  these  times  that  fights  break  out,  and  there 
seems  to  be  a  vicious  cycle  leading  to  decrease  of  morale,  and 
a  decrease  in  patience  on  the  part  of  the  attendants.  On  the 
other  hand,  'bath  morning"  is  always  calm,  the  sedative  effect 
of  the  bath  exerting  a  quieting  effect  with  a  resulting  benign 
cycle.  Thus  the  patients  behave  as  a  group,  even  without 
awareness  of  this  feeling."  For  Dr.  Gross  the  "aim  of  therapy" 
was  "better  hospital  adaptation,"  because  "it  is  presumed  that 
these  patients  will  remain  hospitalized."'' 

One  is  struck  by  how  seldom  patients  were  discharged 
from  the  hospital,  even  when  chlorpromazine  induced  dra- 
matic improvement.  Most  reports  of  its  effect  had  a  common 
format:  assertion  of  benefits,  then  patient  anecdotes  to  sup- 
port the  assertions.  One  such  describes  a  29-year-old  woman 
whose  pre-chlorpromazine  conduct  was 
replete  with  "self-inflicted  injuries,  tem- 
per tantrums,  sullenness,  and  antagonistic 
behavior"  toward  staff  and  other  patients. 
She  had  an  immediate  and  remarkable 
response  to  the  drug  after  which  she  showed 
"considerable  initiative  in  performing  nu- 
merous errands  with  little  or  no  direction, 
in  helping  the  cottage  physicians  with  the 
preparation  of  patients  for  injections,  and 
so  on.  She  is  pleasant,  cooperative,  ca- 
pable, and  has  become  a  useful  member  of 
the  institutional  society."**  Another  patient 
was  reportedly  restored  to  pre-morbid  func- 
tioning after  having  been  "hallucinating 
both  auditorily  and  visually";  she  was  "de- 
lighted" to  visit  home  for  the  first  time  in 
fifteen  years  and  was  "apparently  quite 
content  with  the  thought  that  she  would  be 
permitted  future  visits  at  home."**  Of  750 
patients  studied  at  the  Manhattan  State  Hospital  in  1954, 475 
were  said  to  have  improved  with  the  drug,  but  only  48  were 
discharged.''  What  a  contrast  with  today's  emphasis  on  dis- 
charging patients  as  rapidly  as  possible! 


Who  Chose  Psychiatry  and  Why? 

Why  did  my  father  choose  psychiatry?  It  is  tempting  to  depict 
him  as  a  martyr,  but  I  doubt  he  chose  his  profession  out  of  a 
sense  of  duty.  More  likely,  he  was  interested  in  psychoanaly- 
sis— as  I  was  when  I  made  my  choice.  In  the  1950s,  psycho- 
analysis was  the  treatment  for  most  mental  illnesses,  includ- 
ing schizophrenia.  Contemporary  textbooks  of  psychiatry 
posited  that  schizophrenia  arose  as  a  defensive  posture  on  the 
part  of  the  patient,  a  schizophrenic  solution  of  a  psychologi- 
cal problem.  Psychoanalysis  was  in  vogue,  a  luxury  available 
to  the  middle-upper  classes  and  those  in  psychiatric  training, 
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like  my  father.  The  occultist  nature  of  psychoanalysis  and  a 
pop-culture  hunger  for  the  secrets  of  mental  illness  were 
fodder  for  a  number  of  popular  books  and  films.  In  the  1964 
novel  I  Never  Promised  You  a  Rose  Garden,  the  protagonist 
experiences  a  complete  remission  of  schizophrenia  after 
long-term  hospitalization,  hydrotherapy  (wrapping  in  damp 
sheets)  when  needed,  and  intensive  psychotherapy.  Her  cure 
comes  when  she  recognizes  that  psychosis  originates  within 
her,  creating  a  "safe  place"  where  she  can  escape  the  intoler- 
able pain  of  life  in  the  world.'"  She  received  no  chlorprom- 
azine, an  omission  that  would  today  be  greeted  with  derision 
and  scorn  by  psychiatrists — perhaps  even  be  grounds  for  a 
lawsuit,  as  in  the  case  of  Osherojfv.  Chestnut  Lodge,  1985, 
490  A.2d  720  [Md.  App.  1985]  where  the  plaintiff  was 
awarded  $250,000  because  the  psychiatric  hospital  failed  to 
use  psychotropic  medications. 

In  1954-55,  chlorpromazine  was  used 
to  treat  problem  behavior,  not  psychosis. 
For  example,  subjects  for  one  study  in 
1955  were  obtained  by  asking  hospital 
staff  to  name  their  "fifty  most  troublesome 
patients."'  Drug  treatment  was  considered 
efficacious  if  there  was  less  need  for  physi- 
cal restraint  and  fewer  episodes  of  hydro- 
or  electroconvulsive  therapy,  but  investi- 
gators lamented  the  lack  of  concrete,  ob- 
jective measures  of  the  efficacy.  Outcomes 
of  treatment  were  classified  with  vague, 
subjective  indices  into  "Good,"  "Fair," 
"Poor,"  "No  change,"  or  "Worse."  Two 
things  seem  clear:  ( 1 )  there  was  an  overall 
lack  of  scientific  research  methodology, 
and  (2)  investigators  did  not  realize  the 
need  to  monitor  psychotic  symptoms,  as  is 
standard  practice  today.  In  1954,  N.  Will- 
iam Winkelman  provided  an  encapsulated 
summary  of  the  general  philosophy  of  psychiatric  treatment 
of  the  time:  "Although  [chlorpromazine]  should  never  be 
given  as  a  substitute  for  analytically  oriented  psychotherapy, 
it  must  be  considered  as  a  true  therapeutic  agent  with  defini- 
tive indications.  The  drug  is  especially  remarkable  in  that  it 
can  reduce  severe  anxiety,  diminish  phobias  and  obsessions, 
reverse  or  modify  a  paranoid  psychosis,  quiet  manic  or 
extremely  agitated  patients,  and  change  the  hostile,  agitated, 
senile  patient  into  a  quiet,  easily  managed  patient. "■* 


The  Nature  of  Psychosis 

The  idea  that  psychosis  resulted  from  altered  neurotransmit- 
ter function  had  not  been  formulated  when  chlorpromazine 
was  introduced.  Only  in  1964  was  chlorpromazine  defini- 
tively shown  to  have  anti-psychotic  action.'-  The  idea  that 
therapeutic  drugs  could  change  a  person's  thoughts  is  em- 
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blematic  of  the  tension  between  the  psychoanalytic  and  the 
biological  camps  in  psychiatry.  This  struggle  had  begun  with 
the  discovery  that  infection  with  Treponema  pallidum  could 
produce  mental  illness  (neurosyphilis).  The  debate  was  fu- 
eled by  the  later  discoveries  that  thyroid  dysfunction  and 
vitamin  deficiency  could  alter  mental  processes.  Unfortu- 
nately, schizophrenia  resisted  easy  definition  as  an  inherit- 
able disease  or  as  an  infectious  process.  Post-mortem  studies 
of  schizophrenic  brains  revealed  so  many  minute  abnormali- 
ties that  such  efforts  were  soon  abandoned.  We  are  left  with 
perplexing  data  showing  that  people  who  develop  schizo- 
phrenia tend  to  be  bom  at  certain  months  of  the  year,  and  the 
disorder  tends  to  cluster  in  families,  but  we  are  no  closer  to 
understanding  the  etiology. 

The  tension  between  biological  and  psychoanalytic  psy- 
chiatry can  be  viewed  as  a  "'macrobrain  versus  microbrain" 
problem,  what  Adolf  Meyer  called  the 
"neurologizing  tautology.""  Biologi- 
cal psychiatry  concerns  itself  with  neu- 
roanatomy and  neurochemistry,  while 
psychoanalytic  psychiatry  focuses  on 
the  meaning  of  thought  and  behavior. 
These  are  just  two  ways  to  look  at  the 
same  phenomena.  Consider  the  experi- 
ments that  provided  orphaned  infant 
monkeys  with  terrycloth  or  wire  "moth- 
ers," or  those  depriving  sensory  input 
by  covering  an  eye  during  brain  devel- 
opment. Brain  structure  and  function 
are  both  changed  as  the  direct  result  of 
experience.  A  more  recent  study  con- 
cludes that  cognitive-behavioral  therapy 
changes  the  brain  of  subjects  with  ob- 
sessive-compulsive disorder.'''  Experi- 
ence changes  neuroanatomic  substrates, 
and  we  can  sometimes  actually  mea- 
sure those  changes. 

To  bring  the  matter  full  circle,  the  recent  studies  of 
Hogarty  et  al  have  shown  that  psychotherapy  (plus  medica- 
tion) can  improve  social  adjustment  in  schizophrenia.'^^  This 
is  a  complete  reversal  of  recommendations  in  1 954-55,  when 
chlorpromazine  was  the  adjunct  to  psychotherapy.  Hogarty"  s 
study  is  unusual  because  psychotherapy  as  treatment  for 
schizophrenia  has  been  ignored  in  recent  years.  The  psycho- 
dynamic  and  psychosocial  theories  of  schizophrenia  are 
currently  disregarded,  but  without  good  reason.  Modem 
theories  hold  that  schizophrenia  is  a  neurodevelopmental 
malady,  yet  there  are  no  studies  eliminating  environmental 
forces.  Apparently  modem  psychiatrists  are  biased  against  a 
dynamic  viewpoint.  What  is  the  root  of  this  animosity?  Leon 
Eisenberg  postulated  that,  having  been  "so  long  pilloried  by 
our  medical  and  surgical  colleagues  as  witch  doctors  and 
wooly-minded  thinkers,"  psychiatrists  are  "tempted  to  seek 
professional  respectability  by  adhering  to  a  reductionistic 
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model  of  mental  disorders";  a  shift  in  psychiatry  from  a 
"brainless"  focus  to  a  "mindless"  one."' 

The  rejection  of  psychoanalysis  may  well  arise  in  the 
human  desire  for  concrete  tenets  and  bases  for  action.  The 
human  resistance  against  the  subjective  shows  itself  in  those 
who  advocated  for  biological  psychiatry  in  the  1950s.  In  the 
1955  study  entitled  "Bacteriological  studies  on  the  etiology 
and  chlorpromazine  treatment  of  schizophrenia  and  related 
mental  disorders,"  for  example.  Dr.  E.  C.  Rosenow  proposes 
that  infection  by  a  neurotropic  streptococcus  causes  schizo- 
phrenia. He  concludes,  "How  contrary  to  current  psychiatric 
tenets  is  the  concept  that  schizophrenia  and  related  mental 
disorders  can  possibly  be  due  to  an  infectious  process,  but  the 
results  of  bacteriological  studies  by  the  special  methods  used 
indicate  that  such  is  nevertheless  the  case."  He  cites  11 
references,  all  authored  by  himself'^ 

Mitchell  Wilson  suggested  that  the  fluid 
boundary  between  psychoanalytically  normal 
and  disordered  lends  an  air  of  the  unscientific 
to  psychiatry.'*  It  also  breeds  defensiveness. 
L.J.  Meduna,  in  his  1 954  Presidential  Address 
to  the  Annual  Convention  and  Scientific  Meet- 
ing of  the  Society  of  Biological  Psychiatry, 
complained  that  "if  you  dream  of  a  church 
steeple,  you  want  to  have  a  penis;  if  you  dream 
of  a  telegraph  pole,  you  also  dream  of  a  penis. 
But  no  patient  who  has  dreamt  of  a  penis  is 
ever  told  that  she  wants  to  go  to  church  or  send 

a  telegram Our  flag  is  a  flag  of  revolution 

upon  which  I  should  like  to  write  the  rebel- 
lious, the  defiant,  motto:  'A  telegraph  pole  is 
a  telegraph  pole.'"'" 


The  Lamp  of  History 


In  a  way,  my  research  into  the  history  of  chlorpromazine 
helped  me  to  get  to  know  my  father.  I  see  him  as  a  young  man 
intrigued  by  a  fantasy  of  idealized  psychiatry,  amalgamated 
from  images  in  the  popular  media.  Interested  in  personal 
growth  and  a  hope  that  the  mysteries  of  the  psyche  might  be 
unveiled,  he  found  an  analyst.  I  see  him  as  an  inquisitive  and 
curious  person,  training  at  a  time  when  amazing  discoveries 
about  psychopharmacology  lay  just  around  the  comer.  He 
undertook  the  care  of  very  difficult  patients  without  the  tools 
available  today.  I  see  him  as  a  man  of  moral  courage  and 
generosity,  familiar  with  the  psychoanalytic  and  the  biologi- 
cal aspects  of  his  profession,  undergoing  his  personal  analy- 
sis at  the  same  time  he  was  writing  case  reports  about  the  new 
psychotropic  drags.  He  recognized  that  his  chosen  profession 
was  at  a  watershed  in  its  history.  The  future  must  have  looked 
exciting.  I  only  wish  we  could  talk  to  him  about  the  marvel  of 
psychopharmacological  advances;  he  could  wax  nostalgic 
about  the  good  old  days.    □ 
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PUBLIC      HEALTH 


Assuring  Access  to  Dental  Care  for 
Low-Income  Families  in  North  Carolina 

The  NC  Institute  of  Medicine  Task  Force  Study 

Pam  Silberman,  JD,  DrPH,  Dennis  A.  Wicker,  JD,  Sherwood  H.  Smith,  Jr.,  JD,  Gordon  H.  DeFriese,  PhD 


Dental  disease  often  goes  unrecognized  as  a  public  health 
problem.  Still,  tooth  decay  is  one  of  the  most  frequently 
encountered  diseases  of  school  children,  found  four  times 
more  often  than  asthma.'  Common  as  caries  is,  few  children 
living  in  poverty  get  adequate  dental  care.  In  North  Carolina, 
for  example,  only  12%  of  Medicaid-eligible  children  aged  1- 
5,  27%  of  those  aged  6-14,  and  19%  of  those  aged  15-20 
visited  a  dentist  in  1998.  Access  to  dental  care  is  a  problem 
for  low-income  adults,  too.  Only  19%  of  North  Carolina's 
Medicaid-eligible  adults  aged  21-64,  and  16%  of  those  aged 
65  or  older  saw  a  dentist  last  year.  Failure  to  prevent  dental 
disease  can  mean  pain,  inability  to  eat,  a  swollen  face, 
compromised  nutrition,  dysfunctional  speech,  and  days  missed 
from  school  or  work.-  Lack  of  access  to  dental  services  leads 
to  otherwise  preventable  emergency  room  visits  and  hospi- 
talizations. In  1 997,  the  NC  Medicaid  program  paid  $  1 ,686,565 
for  62,000  (preventable)  emergency  dental  visits. 

There  are  a  number  of  reasons  why  Medicaid  recipients 
do  not  use  dental  services: 

(1)  Only  a  small  number  of  dentists  participate  in  the 
Medicaid  program  (16%  of  North  Carolina  dentists  received 
payments  over  $  10,000  in  1 998').  North  Carolina  ranked  44'" 
out  of  50  states  in  the  rate  of  actively  participating  dentists. 

(2)  There  is  an  overall  shortage  of  dental  professionals. 
Compared  to  other  states.  North  Carolina  ranks  47""  in  the 
ratio  of  dentists  to  population  served"*  (38  dentists/100,000 
people  compared  to  the  national  ratio  of  60/100,000). 


Dr.  Silberman  is  Vice  President  of  the  NC  Institute  of  Medi- 
cine and  Associate  Director  of  the  Sheps  Center  for  Health 
Services  Research  at  UNC-Chapel  Hill.  Mr.  Wicker  is  Lieu- 
tenant Governor  of  NC.  Mr.  Smith  is  Chairman  Emeritus  of 
Carolina  Power  &  Light  Company.  Dr.  DeFriese,  Director  of 
the  Sheps  Center,  is  also  President  of  the  NC  Institute  of 
Medicine.  Address  correspondence  to  him  at  NCIOM,  PO 
Box  3360,  Chapel  Hill  27515. 


(3)  There  is  a  maldistribution  of  dentists  who,  like  other 
health  professionals,  gravitate  to  urban  communities — but 
not  usually  to  low-income  parts  of  urban  counties.  Four 
North  Carolina  counties  have  no  dentists  in  practice,  and 
another  36  have  no  dentists  offering  services  to  Medicaid 
recipients.  This  means  that  many  communities  have  too  few 
dentists  to  serve  the  insured  population,  much  less  the  low- 
income  Medicaid  or  uninsured  populations. 

The  problem  low-income  families  have  in  finding  access 
to  dental  care  is  not  unique  to  North  Carolina,  nor  is  the 
problem  new  to  the  state.  Media  attention  led  to  a  1998 
legislative  mandate  that  the  NC  Department  of  Health  and 
Human  Services  (DHHS)  study  the  issue  and  recommend 
ways  to  increase  participation  by  dentists  and  to  improve  the 
provision  of  preventive  services  to  Medicaid  patients.  The 
DHHS  then  asked  the  NC  Institute  of  Medicine  to  convene  a 
task  force  of  experts  to  study  this  problem  and  develop  a  set 
of  recommendations. 


The  Task  Force  on  Dental  Care  Access 

The  NC  Institute  of  Medicine's  statewide  task  force  was 
chaired  by  Lieutenant  Governor  Dennis  A. Wicker,  with 
Sherwood  Smith,  Jr.,  Chairman  of  Carolina  Power  &  Light 
Company,  as  Vice-Chair.  Members  of  the  Task  Force  in- 
cluded dentists,  dental  hygienists  and  dental  assistants  from 
professional  organizations,  dentists  (from  private  practice 
and  from  clinics  serving  low-income  populations),  physi- 
cians, and  the  general  public.  Funds  supporting  the  work  of 
the  Task  Force  were  provided  by  grants  from  The  Duke 
Endowment  and  the  Kate  B.  Reynolds  Charitable  Trust. 

There  were  four  meetings  of  the  full  Task  Force  and 
frequent  subcommittee  meetings  to  consider  the  issues  and  to 
make  recommendations.  The  Task  Force  heard  testimony 
about  the  extent  of  dental  decay  in  the  state,  the  problems 
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encountered  by  private  practitioners  working  with  Medicaid 
clients,  the  number  and  distribution  of  dental  health  profes- 
sionals, the  training  and  licensure  of  dentists  and  dental 
hygienists,  and  the  supervision  of  hygienists  by  dentists. 
Recommendations  of  the  subcommittees  were  brought  to  the 
full  Task  Force  for  deliberation  and  a  formal  vote.  The  final 
report  of  the  Task  Force  went  through  several  revisions 
before  it  was  approved  and  submitted  to  the  Board  of  Direc- 
tors of  the  North  Carolina  Institute  of  Medicine. 


Findings  of  the  Task  Force 

The  Task  Force  identified  a  number  of  reasons  why  low- 
income  families  do  not  use  dental  services.  The  most  impor- 
tant of  these  is  the  low  rate  of  dentist  participation  in  the 
Medicaid  program.  Dentists,  in  turn, 
say  that  they  don't  want  to  treat  Med- 
icaid patients  primarily  because  the 
rate  of  reimbursement  is  so  low.  On 
average,  the  NC  Medicaid  program 
pays  dentists  62%  of  their  usual,  cus- 
tomary, and  reasonable  charges 
(UCR)  for  the  44  most  common  den- 
tal procedures,  and  42%  of  UCR  for 
all  other  procedures.  Yet  the  average 
cost  of  operating  a  dental  practice  is 
more  than  60%  of  total  revenues.- 
This  means  that  many  dentists  cannot 
cover  their  overhead  costs,  let  alone 
earn  a  living,  treating  Medicaid  pa- 
tients. 

High  rates  of  cancellation  and 
"failure-to-show"  for  appointments 
also  make  dentists  unwilling  to  treat 
Medicaid  patients.''  According  to  the 
American  Dental  Association,  30% 

of  Medicaid  patients  nationwide  fail  

to  keep  their  appointments.'  Practi- 
tioners in  North  Carolina  echoed  this  in  testimony  before  the 
Task  Force. 

There  is  a  general  shortage  of  dentists  in  the  state,  so 
dentists  are  busy  enough  without  taking  on  Medicaid  pa- 
tients. Currently,  3,037  dentists  practice  in  North  Carolina, 
81%  of  them  in  general  dentistry.  North  Carolina's  only 
dental  school  (at  UNC-Chapel  Hill)  has  a  class  size  of  about 
75.  Each  year  about  50  UNC-CH  graduates  take  the  North 
Carolina  licensure  examination  and  enter  practice  in  the  state. 
Since  1995,  Noi1h  Carolina  has  had  an  average  net  gain  of 
about  44  practicing  dentists  per  year,  a  1 .5%  annual  increase 
that  is  just  enough  to  keep  up  with  the  state's  rate  of  popula- 
tion growth.  The  Task  Force  heard  testimony  that  the  state's 
cunent  licensing  procedures  (particularly  the  failure  of  the 
State  Board  of  Dental  Examiners  to  recognize  or  participate 


in  a  regional  examination  procedure  for  licensing  new  dental 
graduates  or  accepting  the  credentials  of  those  who  have 
practiced  elsewhere)  make  it  difficult  for  out-of-state  dentists 
to  relocate  to  North  Carolina.  Overall,  there  is  little  present 
prospect  of  increasing  the  supply  of  dentists  in  the  state. 

The  shortage  of  dentists  is  compounded  by  their 
maldistribution.  The  NC  Office  of  Research,  Demonstrations 
and  Rural  Health  Development  estimates  that  79  of  the  state' s 
100  counties  qualify  as  federally  recognized  dental  health 
professional  shortage  areas  (that  is,  they  have  less  than  one 
full-time  equivalent  dentist  for  every  5,000  inhabitants).  The 
shortage  of  practicing  dentists  means  that  many  communities 
need  to  recruit  dentists  who  will  work  in  underserved  areas  or 
at  public  health  and  community  clinics  for  underserved 
populations. 

Many  barriers  impede  access  of  low-income  families  to 
dentists,  but  these  barriers  are  espe- 
cially troublesome  for  young  chil- 
dren with  untreated  dental  disease. 
Dental  decay  affects  44%  of  chil- 
dren -  much  more  than  asthma 
( 1 1%),  hayfever  (8%),  or  chronic 
bronchitis  (4%).'  In  the  last  30-40 
years  there  has  been  significant 
progress  in  preventing  dental  de- 
cay, but  North  Carolina's  youngest 
children  have  not  benefited  as  they 
should  have.  More  than  3 1 ,000  chil- 
dren in  this  state  -  36%  of  all  those 
entering  kindergarten  —  have  or 
have  had  dental  caries,  and  25% 
have  untreated  dental  disease.  Tooth 
decay  is  not  evenly  distributed  - 
30%  of  kindergarten  students  have 
95%  of  the  tooth  decay. 

Early  childhood  caries  is  much 
more  prevalent  in  low-income  popu- 

lations  and  in  rural  communities 

without  fluoridated  water.  Caries 
can  lead  to  severe  oral  and  systemic  health  consequences  as 
these  children  grow  older.  Left  untreated  dental  disease  in 
young  children  can  necessitate  later  dental  care  under  general 
anesthesia  in  the  hospital,  greatly  increasing  the  cost  of 
treating  a  preventable  disease.  Pediatric  dentists  are  specially 
trained  to  provide  such  hospital  care,  but  we  have  only  47 
pediatric  dentists  actively  practicing  in  North  Carolina.  Gen- 
eral dentists  do  treat  children  as  outpatients,  but  they  are  often 
unwilling  to  treat  very  young  children.  Few  general  dentists 
have  hospital  privileges  that  would  allow  them  to  provide 
dental  treatment  under  general  anesthesia. 

Young  children  are  not  the  only  ones  who  have  problems 
accessing  dental  services.  Persons  who  are  homebound  or 
living  in  institutions  or  group  homes  also  have  special  prob- 
lems. A  1991  national  study  found  that  only  30%  of  residen- 
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tial  facilities  could  obtain  needed  dental  care  for  their  resi- 
dents.** Dental  care  is  a  special  problem  for  those  who  suffer 
fromdementia,  mental  illness,  and  other  disabilities — and  for 
the  elderly.  The  increasing  demand  for  dental  care  for  older 
adults  is  the  result  of  people  living  longer  and,  because  of 
water  fluoridation  and  other  dental  advances,  keeping  their 
teeth  throughout  their  lifetime 

Even  if  we  had  enough  dentists  willing  to  treat  Medicaid 
patients,  there  are  other  barriers  to  dental  care  access.  Low- 
income  and  Medicaid-eligible  working  populations  often 
find  it  difficult  to  take  time  off  from  work  to  see  a  dentist.  A 
lack  of  available  child  or  elder  care  keeps  some  families  from 
obtaining  dental  services.  The  absence  of  personal  or  public 
transportation  is  another  barrier.''  It  is  also  true  that  a  failure 
to  value  optimal  health  often  leads  the  low-income  popula- 
tion in  North  Carolina  to  make  dental 
services  a  low  priority.  Many  are  simply 
unaware  of  the  importance  of  good  den- 
tal health;  others  wait  until  they  are  in 
pain  before  seeking  help.'"  Together, 
these  barriers  make  it  unlikely  that  all 
Medicaid  recipients  would  seek  dental 
services  even  if  there  were  an  adequate 
supply  of  participating  dentists  in  the 
Medicaid  program. 


Recommendations 


When  the  Task  Force  finished  its  work  in 
April,  1999,  it  recognized  the  need  for  a 
multifaceted  approach  to  improving  ac- 
cess to  dental  care.  The  Final  Report" 
included  23  recommendations  address- 
ing the  following  general  areas: 

•  Increasing  dentist  participation  in  the  Medicaid 
program. 

•  Increasing  the  supp'y  of  dentists  and  dental  hygien- 
ists  in  North  Carolina,  with  a  particular  focus  on  recruiting 
dental  professionals  to  practice  in  underserved  areas  and  to 
treat  underserved  populations. 

•  Increasing  the  number  of  pediatric  dentists  practic- 
ing in  North  Carolina  and  expanding  the  provision  of  preven- 
tive dental  services  to  young  children. 

•  Training  dental  professionals  to  treat  patients  with 
special  needs  and  designing  programs  to  expand  access  to 
dental  services  for  these  populations. 

•  Educating  Medicaid  recipients  about  the  impor- 
tance of  care,  and  developing  programs  to  remove  non- 
financial  barriers  to  the  use  of  dental  services. 

The  Task  Force  outlined  ways  to  improve  access  to 
dentists  in  both  public  and  private  clinics.  For  example,  the 
Task  Force  recommended  that  the  state  spend  $  1  million  each 
year  to  expand  the  public  health  safety  net  providing  dental 
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care  to  low-income  populations.  The  bulk  of  these  funds 
would  be  used  for  seed  grants  to  help  local  communities 
obtain  private  funds  to  establish  or  expand  community  dental 
clinics,  and  to  recruit  dentists  to  practice  in  these  clinics. 

As  helpful  as  community  or  public  health  dental  clinics 
are  for  low-income  communities,  though,  they  are  not  the 
sole  answer.  The  state  also  needs  to  increase  the  number  of 
private  dentists  accepting  Medicaid  patients.  Therefore,  the 
Task  Force's  top  priority  was  an  increase  in  Medicaid  pay- 
ments to  dentists.  A  1996  survey  found  that  56%  of  NC 
dentists  would  be  willing  to  see  Medicaid  patients  if  they 
were  reimbursed  at  80%  of  UCR.''  The  Task  Force  estimated 
that  it  would  cost  the  state  approximately  $9  million  dollars 
to  do  this,  plus  another  $17.4  million  from  the  federal  and 
$1.5  million  from  county  governments.  Should  such  a  recom- 
mendation be  enacted,  the  NC  Dental 
Society  has  agreed  to  sponsor  an  out- 
reach campaign  encouraging  dentists  in 
private  practice  to  treat  low-income  pa- 
tients. 

The  most  significant  improvements 
in  dental  health  over  the  last  20  years 
have  come  from  preventive  health  mea- 
sures such  as  water  flouridation,  the 
application  of  dental  sealants,  and  the 
school-based  preventive  dentistry  pro- 
gram. The  school-based  preventive  den- 
tistry program  has  reduced  the  preva- 
lence of  dental  decay  in  the  permanent 
teeth  of  North  Carolina  schoolchildren 
by  half.  In  order  to  extend  this  track 
record  of  success,  the  Task  Force  rec- 
ommended that  ( 1 )  the  Division  of  Medi- 
cal Assistance  pay  physicians,  nurse 
practitioners  and  physician's  assistants 
to  apply  dental  varnishes  to  children  between  the  ages  of  nine 
and  36  months;  and  (2)  the  General  Assembly  fund  a  program 
that  would  utilize  hygienists  to  provide  preventive  dental 
services  in  preschool  settings,  such  as  day  care  centers,  Smart 
Start  and  Head  Start  programs.  When  fully  funded,  this 
program  would  use  about  $2.2  million  per  year  to  prevent  oral 
disease  in  preschool-aged  children. 

The  Task  Force  recommended  that  North  Carolina  make 
it  easier  for  out-of-state  dentists  to  practice  here;  that  North 
Carolina  increase  the  number  of  pediatric  dental  residency 
training  slots  and  training  sites;  that  we  support  the  develop- 
ment of  comprehensive  care  programs  for  North  Carolina's 
special-care  and  difficult-to-serve  populations;  and  that  we 
coordinate  dental  care  services  for  Medicaid  recipients.  The 
goal  is  to  improve  patient  adherence  to  recommended  pre- 
ventive care  services,  and  to  help  low-income  families  and 
people  with  special  health  care  needs  overcome  nonfinancial 
barriers  to  dental  care. 
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Summary 

Following  publication  of  the  Task  Force's  recommendations 
for  improving  dental  care  access  among  low-income  popula- 
tions. North  Carolina  has  taken  several  steps  forward.  The 
Division  of  Medical  Assistance  and  the  NC  Dental  Society 
are  forming  an  advisory  committee  (comprising  Medicaid 
patients,  providers,  and  representatives  from  all  elements  of 
organized  dentistry  in  the  state)  to  review  dental  coverage 
and  reimbursement  rates.  Using  existing  state  funds,  the  NC 
Office  of  Research,  Demonstrations  and  Rural  Health  Devel- 
opment has  recruited  15  additional  dentists  and  1  dental 
hygienist  to  practice  in  community  facilities  serving  low- 
income  and  uninsured  patients.  In  1999,  the  NC  General 
Assembly  revised  the  NC  Dental  Practice  Act.  Now,  under 
the  general  direction  of  a  licensed  public  health  dentist, 
specially  trained  public  health  dental  hygienists  can  perform 
oral  health  screenings  and  preventive  and  educational  ser- 
vices outside  the  public  school  setting. 

The  NC  Institute  of  Medicine  has  begun  exploring  how 
to  use  dental  hygienists  to  expand  preventive  dental  services 
to  underserved  populations  in  federally-funded  community 
or  migrant  health  centers,  state-funded  rural  health  clinics, 
and  the  not-for-profit  clinics  that  serve  predominantly  Med- 
icaid, low-income  or  uninsured  populations.  A  report  is  to  be 
sent  to  the  Governor  and  the  Joint  Legislative  Commission  on 
Governmental  Operations  no  later  than  May  1 ,  2000. 

In  1999,  the  General  Assembly  directed  the  NC  State 
Board  of  Dental  Examiners  to  establish  a  procedure  for 
streamlined  licensing  of  dentists  and  dental  hygienists  who 
have  been  practicing  in  other  states.  This  should  increase  the 
number  of  qualified  dental  practitioners  in  the  state.  The 
proposed  rules  governing  the  new  licensing  pathway  are  to  be 
prepared  by  May  15,  2000.  The  Board  of  Dental  Examiners 
will  determine  which  new  procedures  will  be  needed  to  allow 
less  burdensome  and  more  timely  entry  of  qualified  out-of- 
state  licensed  applicants,  while  still  affording  the  public  the 
same  protection  as  under  current  law  and  procedures. 

The  NC  Institute  of  Medicine  is  organizing  a  work  group 
to  study  the  feasibility  of  new  residency  programs  in  pediatric 
dentistry  in  addition  to  the  current  program  located  in  Chapel 
Hill.  The  Institute  will  present  a  report  to  the  General  Assem- 
bly, no  later  than  May  1,  2000. 

On  April  1 , 1 999,  the  state  Medicaid  program  authorized 
use  of  ADA  Procedure  Code  1203,  which  allows  reimburse- 
ment for  the  application  of  dental  fluoride  varnishes  without 
a  full  prophylaxis.  It  also  authorized  pediatricians,  nurse 
practitioners,  or  physician's  assistants  to  apply  these  var- 
nishes to  the  teeth  of  young  children,  allowing  more  rapid 
dissemination  of  this  proven  preventive  procedure  among  the 
state's  low-income  children.  Implementation  began  in  Caro- 
lina Access  II  and  III  project  sites  in  the  fall,  1 999,  and  should 
spread  statewide  in  2000.  Furthermore,  the  General 
Assembly's  1999  session  expanded  NC  Health  Choice  to 


cover  dental  sealants,  fluoride  treatment,  simple  extractions, 
stainless  steel  crowns,  and  pulpotomies. 

Since  publication  of  the  Task  Force  Report  in  May  1 999, 
considerable  forward  movement  has  taken  place.  It  was 
apparent  that  the  problems  associated  with  poor  dental  care 
were  severe,  of  immediate  concern,  and  needed  a  broad,  non- 
political  analysis  followed  by  action  from  public  and  private- 
sector  policy  makers  and  shapers.  The  key  recommendation 
of  the  Task  Force  (to  increase  the  level  of  payment  to  dentists 
for  services  provided  to  Medicaid  beneficiaries)  was  not 
acted  on  in  the  1999  session  of  the  General  Assembly,  but  it 
was  seriously  discussed  in  legislative  hearings  and  will  be 
considered  further  in  the  year  2000  legislative  session. 

Given  the  number  of  problems  surrounding  adequate 
health  care  for  North  Carolina's  low-income  populations, 
inquiries  such  as  that  described  here  can  point  the  way  to  the 
concrete  and  feasible  steps  that  need  to  be  taken.  There  is 
reason  to  hope  that  nearly  all  of  the  23  recommendations 
formulated  by  the  Task  Force  will  soon  be  implemented.  The 
dental  health  of  our  population  is  an  important  goal,  and  one 
well  within  our  reach.    O 
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CARE      OF      THE      ELDERLY 


A  Community-Based  Pharmaceutical  Care 
Program  for  the  Elderly  Reduces 
Emergency  Room  and  Hospital  Use 

D.  J.  Catellier,  DrPH,  E.  A.  Conlisk,  PhD,  C.  M.  Vitt,  K.  S.  Levin,  MPH,  M.  P.  Menon,  MPH,  G.  A.  Upchurch,  MPH 


The  proportion  of  United  States  residents  over  age  65  will 
increase  from  13%  now  to  20%  by  the  year  2030.  This  fact 
puts  health  issues  relating  to  the  elderly  at  the  forefront  of  the 
nation's  policy  agenda.  In  large  part  because  of  age-related 
increases  in  the  prevalence  of  multiple  chronic  diseases, 
persons  aged  65  and  over  use  more  than  one-third  of  all 
prescribed  drugs'  and  40%  of  all  over-the-counter  medica- 
tions.- Properly  prescribed,  dispensed  and  administered,  such 
medications  improve  lives  and  save  healthcare  dollars,  but 
many  seniors  cannot  afford  to  pay  for  medications.  Over  47% 
of  elderly  residents  in  North  Carolina  have  no  insurance 
covering  prescription  drug  payments.'  In  addition,  the  use  of 
multiple,  sometimes  unnecessary  medications  (polyphar- 
macy) and  age-related  changes  in  the  distribution  and  elimi- 
nation of  drugs  have  important  medical  and  financial  conse- 
quences (including  causing  5-23%  of  hospitalizations"*).  These 
facts  suggest  a  need  to  improve  both  access  to  medications 
and  management  of  drug  therapies  in  order  to  reduce  overall 
health  care  costs  and  reach  optimal  health  in  the  elderly. 

Senior  PHARMAssist  is  a  charitable,  nonprofit,  com- 
munity-based program  that  currently  serves  residents  of 
Durham  County,  NC,  who  are  over  age  65  and  have  incomes 
less  than  1 50%  of  the  federal  poverty  level  (At  the  time  of  this 
study,  income  eligibility  was  restricted  to  seniors  <140%  of 
the  povery  level).  Its  main  goals  are  to  help  seniors  obtain  and 
properly  use  necessary  medications,  and  avoid  unnecessary 
ones.  Senior  PHARMAssist  provides  personal  medication 
reviews  by  a  pharmacist  to  help  educate  clients  about  their 
medications.  In  addition,  Senior  PHARMAssist  provides 


education  about  preventive  health  care  measures,  commu- 
nity resources,  and  financial  assistance  for  appropriate  pre- 
scription medications.  For  a  complete  description  of  Senior 
PHARMAssist,  see  the  report  by  Upchurch.^ 

In  this  paper  we  evaluate  the  effectiveness  of  the  Senior 
PHARMAssist  program  by  examining  longitudinal  patterns 
of  knowledge  about  medications,  adherence  to  prescribed 
regimens,  adverse  drug  reactions,  emergency  room  (ER)  use, 
and  incidence  of  hospitalization  at  6  and  12  months  after 
enrollment  in  the  program.  The  study  is  based  on  the 
Donabedian  modeP  of  health  care  delivery,  in  which  struc- 
tural characteristics  affect  the  process  of  care,  which  in  turn 
affects  health  and  cost  outcomes.  Knowledge  about  and 
adherence  to  prescription  regimens  do  not  directly  change 
health  status  or  health  care  costs,  but  both  factors  potentially 
mediate  such  changes  and  therefore  are  important  compo- 
nents of  program  effectiveness.  Our  hypothesis  was  that 
Senior  PHARMAssist  would  increase  client  knowledge  about 
why  their  medications  were  prescribed  and  improve  adher- 
ence to  their  prescribed  regimens.  We  expected  to  find  a 
decrease  in  adverse  medication  reactions,  number  of  emer- 
gency room  visits,  and  number  of  hospitalizations. 


Methods 

Clients  (or  their  caregivers)  were  seen  in  the  Senior 
PHARMAssist  office  or  in  their  homes  every  six  months  for 
a  thorough  review  of  current  medication  regimens.  Over-the- 
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Table  1.  Descriptive  characteristics  of  enrolled  sample 

at  baseline  and  follow-up 

Characteristic 

Baseline 

6  Months 

12  Months 

(' 

1=387) 

(n=211) 

(n=121) 

Age 

<75 

47% 

75+ 

53% 

Sex 

Female 

82% 

Male 

18% 

Race 

White 

47% 

_ 

Black 

53% 

Federal  poverty  level 

Below 

80% 

Above 

20% 

Living  arrangements 

Living  alone 

52% 

Not  living  alone 

48% 

Education 

<  6'"  grade 

30% 

7-11'^  grade 

52% 

>1 2'^  grade 

18% 

Self-assessed  health 

Poor/Fair 

72% 

66% 

64% 

GoodA/ery  good/Excellent 

28% 

34% 

36% 

Impaired  ADL^ 

0 (none) 

74% 

80% 

32% 

1-2  (moderate) 

20% 

13% 

11% 

3-6  (severe) 

6% 

7% 

8% 

Impaired  lADL* 

0 (none) 

36% 

31% 

24% 

1-4  (moderate) 

37% 

48% 

52% 

5-8  (severe) 

28% 

21% 

24% 

Total  no.  prescription  medications 

<3 

30% 

23% 

27% 

4-5 

27% 

28% 

26% 

>5 

43% 

49%, 

47% 

Know/s  purpose  of  prescription  medications 

69% 

90% 

90% 

Complies  with  prescription  medications 

71% 

74% 

74% 

Adverse  reactions  to  prescription  medications 

10% 

11% 

7% 

Any  ER  visit  in  past  year 

57% 

51% 

39% 

Any  hospitalization  in  past  year 

48% 

46% 

34% 

t  Activities  of  daily  living 

t  Instrumental  activities  of  daily  living 

Table  2.  Logistic  regression  coefficients  from  model  predicting  "l<nowledge  of  medication  purpose" 

Estimate 

Odds 

Variable 

(standard 

error) 

ratio 

p-value 

Intercept 

0.53  (0.48) 

Time 

6  months  versus  baseline 

1.51  (0. 

18) 

4.53 

<0.001 

1  year  versus  baseline 

1.49(0.23) 

4.43 

<0.001 

Lives  alone  vs  lives  with  others 

-0.35  (0.1 

8) 

0.70 

0.049 

Number  of  lADL  Limitations  (1 ,2,3,4) 

-0.28  (0.1 

2) 

0.75 

0.019 

Memory  score  correct  (0-1 ,  2-3,  4) 

0.28  (0. 

12) 

1.32 

0.020 

Number  of  prescription  medications 

0.16(0. 

10) 

1.17 

0.122 

100 
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counter  and  herbal  medications  were  reviewed  in  addition  to 
prescription  medications.  Review  sessions,  conducted  by  a 
pharmacist,  covered  medication-related  information,  created 
a  medication  record  for  the  client  to  share  with  health  care 
providers,  screened  for  drug  interactions,  and  contacted 
prescribers  and  pharmacists  to  coordinate  medication  regi- 
mens. Each  client  was  asked  to  demonstrate  administration 
techniques  for  medication  inhalers,  eye  drops,  etc.  If  needed, 
the  pharmacist  modeled  proper  technique.  Clients  were  given 
written  materials  covering  relevant  medical  conditions  and 
community  resources  for  seniors. 

Sample  Population.  Baseline  interviews  and  medication 
reviews  were  conducted  with  394  seniors  (>65  years  of  age) 
who  enrolled  in  Senior  PH  ARM  Assist  between  June  1994 
and  May  1996.  Seniors  were  eligible  for  the  program  if  they 
had  an  income  less  than  140%  of  the  federal  poverty  level,  did 
not  have  private  prescription  coverage  insurance,  and  were 
not  eligible  for  Medicaid,  which  pays  for  prescriptions.  At  the 
time  of  analysis,  1 27  of  the  seniors  had  completed  1 2  months 
in  the  program;  7  were  excluded  from  analysis  because  they 
were  members  of  small  racial  minority  groups  or  had  exten- 
sive missing  data,  leaving  a  final  population  of  1 20.  The  final 
number  is  less  than  the  original  enrolled  for  the  following 
reasons:  84  participants  had  not  been  in  the  program  long 
enough,  75  left  the  program  because  they  became  eligible  for 
prescription  assistance  (private  insurance  or  Medicaid);  51 
became  financially  ineligible  when  their  income  or  savings 
exceeded  eligibility  limits ;  28  died;  1 1  moved  or  could  not  be 
contacted;  and  1 8  no  longer  used  prescription  medications,  or 
had  left  the  program. 

Outcome  Variables.  At  baseline,  and  after  6  and  12  months, 
we  calculated  the  proportion  of  prescribed  medications  for 
which  clients  could  correctly  identify  the  therapeutic  purpose 
("medication  knowledge").  Medication  adherence  was  cal- 
culated as  the  proportion  of  prescriptions  taken  as  prescribed 
on  the  label.  Adverse  medication  reactions  were  measured  as 
the  proportion  of  prescription  medications  for  which  any 
adverse  effects  were  reported.  Clients  or  caregivers  were  also 
asked  how  many  times  they  had  gone  to  the  ER  or  been 
hospitalized  during  the  preceding  1 2  months  (responses  were 
dichotomized  into  none  or  any  ER  visits  or  hospitalizations 
in  the  past  year). 

Explanatory  Variables.  Binary  variables  were  constructed 
fox  poverty  level  (income  below  the  federal  poverty  level  or 
not)  and  living  arrangements  (living  alone  or  with  others). 
Participants  were  asked  to  rate  their  health  as  poor,  fair,  good, 
very  good,  or  excellent,  and  their  responses  were  dichoto- 
mized intopoor/yaiV  or  good7vervgood/(?.i:ce//e«r.  Functional 
status  was  measured  by  a  modification  of  the  Duke  Univer- 
sity Center  for  the  Study  of  Aging  and  Human  Development '  s 
OARS  methodology.'  The  number  of  limitations  in  perform- 


ing activities  of  daily  living  (ADLs)  and  instrumental  activi- 
ties of  daily  living  (I  ADLs)  were  classified  as  none,  moderate 
and  severe  (for  ADL:  none,  1-2,  3-4;  forlADL:  none,  1-4,  5- 
8).  The  total  number  of  prescription  medications  taken  in  the 
last  month  was  grouped  into  three  categories:  <i,  4-5,  and 
>5.  The  number  of  health  problems  was  determined  by  client 
self-report  according  to  following  checklist  of  conditions: 
arthritis  or  gout,  asthma  or  respiratory  or  breathing  disease, 
cancer  or  malignancy,  depression,  diabetes  or  blood  sugar 
problems,  epilepsy  or  seizure  disorder,  glaucoma  or  cata- 
racts, heart  disease,  high  blood  pressure  or  hypertension, 
kidney  disease,  liver  disease,  Parkinson 's  disease,  stroke, 
thyroid  disease,  ulcers,  or  other. 

Data  Analysis.  Longitudinal  changes  in  medication  knowl- 
edge, adherence,  adverse  reactions,  and  health  service  utili- 
zation after  enrollment  in  the  Senior  PHARMAssist  program 
were  assessed  using  random  effects  logistic  regression  mod- 
els. Generalized  estimating  equations  were  used  to  estimate 
the  model  parameters  in  order  to  accommodate  statistical 
dependence  among  the  repeated  measures  taken  on  the  same 
subject  over  time.  Since  changes  over  time  were  not  necessar- 
ily expected  to  be  linear,  time  was  represented  as  a  categori- 
cal variable.  In  all  models,  explanatory  variables  that  were 
not  statistically  significant  at  the  a  =  0. 10  level  were  dropped 
from  the  models. 

The  validity  of  the  above  analysis  results  rests  on  the 
assumption  that  clients  included  in  the  follow-up  sample 
have  no  risk  factors  for  adverse  outcomes  that  differ  signifi- 
cantly from  the  whole  enrollment  group.  Analyses  based  on 
the  subset  of  participants  with  complete  data  at  all  three  time 
points  revealed  only  minor  differences  in  model  results, 
which  lessens  but  does  not  completely  dispel  concerns  about 
potential  bias  due  to  informative  dropout.  Since  inferences 
drawn  from  the  complete-case  analysis  were  consistent  with 
the  primary  results,  they  are  not  presented  here. 


Results 

Table  1  shows  descriptive  statistics  of  the  sample  at  each  of 
the  three  time  points.  Participants'  knowledge  of  the  reasons 
why  they  were  taking  their  medications  increased  dramati- 
cally in  the  six  months  after  enrollment.  At  baseline,  clients 
knew  why  they  were  taking  69%  of  their  medicines;  this 
increased  to  90%  after  6  months,  but  there  was  no  further 
increase  during  the  subsequent  6  months.  The  observed 
improvement  in  knowledge  of  medication  purpose  was  sta- 
tistically significant  (OR=4.5,  p<0. 001),  after  adjustment  for 
important  covariates  (Table  2).  Clients  were  more  likely  to 
know  medication  purpose  if  they  were  hving  with  others,  had 
fewer  lADL  limitations,  and  had  a  higher  memory  score. 

Interestingly,  there  were  no  significant  changes  in  adher- 
ence to  medication  regimens  or  adverse  medication  reactions 
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Table  3.  Logistic  regression  coefficients  from  model  predicting  "one  or  more  ER  visits  in  past  12 
months" 

Variable 

Estimate 
(standard  error) 

Odds 

ratio              p-value 

Intercept 

Time 

6  montlns  versus  baseline 
1  year  versus  baseline 

-1.08(0.46) 

-0.26(0.15) 
-0.89  (0.23) 

0.77                 0.077 
0.42               <0.001 

Above  vs  below  poverty  level 
Lives  alone  vs  lives  with  others 
Good/excellent  vs  poor/fair  perceived  health 
Number  of  lADL  limitations  (1 ,2,3,4) 
Number  of  health  problems 

-0.61  (0.28) 

-0.52  (0.22) 

-0.55(0.19) 

0.44(0.13) 

0.53(0.15) 

0.55                  0.031 
0.60                  0.018 
0.58                  0.004 
1.55                <0.001 
1.69               <0.001 

Table  4.  Logistic  regression  coefficients  from  model  predicting 
stays  in  past  12  months" 

"one  or  more  inpatient  hospital 

Variable 

Estimate 
(standard  error) 

Odds 
ratio                 p-value 

Intercept 

Time 

6  months  versus  baseline 
1  year  versus  baseline 

-2.27  (0.49) 

-0.14(0.15) 
-0.77  (0.22) 

0.87                    0.350 
0.46                  <0.001 

Above  vs  below  poverty  level 
Good/excellent  vs  poor/fair  perceived  health 
Number  of  lADL  limitations  (1 ,2,3,4) 
Number  of  health  problems 

-0.69  (0.26) 
-0.48(0.21) 
0.71  (0.14) 
0.52(0.16) 

0.50                     0.009 
0.62                     0.020 
2.03                  <0.001 
1.70                      0.001 

over  the  1  -year  period  following  enrollment.  Clients  reported 
taking  7 1  %  of  their  prescribed  medication  doses  at  baseline, 
and  74%  at  6  and  12  months.  Adverse  medication  effects 
were  reported  for  10%  of  medications  at  baseline  and  at  6 
months;  this  had  declined  to  7.4%  at  1 2  months  but,  although 
changing  in  the  hypothesized  direction,  the  trend  was  not 
statistically  significant. 

The  proportion  of  clients  who  reported  using  an  emer- 
gency room  for  any  reason  over  the  preceding  year  decreased 
from  57%  at  baseline  to  5 1  %  after  6  and  39%  after  1 2  months 
in  the  program.  Logistic  regression  modeling,  controlled  for 
confounding  factors,  showed  that  the  probability  of  an  ER 
visit  was  reduced  by  23%  at  6  months  after  enrollment 
(OR=0.77.  p=0.077)  and  by  58%  at  1  year  (OR  =0.42, 
p<0.001)  (Table  3).  Other  factors  associated  with  ER  use 
over  a  12-month  period  were  being  below  the  poverty  level, 
living  with  others,  having  poor  to  fair  perceived  health, 
having  a  higher  number  of  lADL  limitations,  and  having 
higher  number  of  health  problems. 

As  with  ER  use.  enrollment  in  the  Senior  PH  ARM  Assist 
program  was  associated  with  a  lessened  number  of  hospital- 
izations. At  baseline.  48%  of  clients  reported  at  least  one 


hospitalization  during  the  preceding  year,  compared  to  46% 
at  6  months  after  enrollment  and  34%  at  12  months.  After 
adjusting  for  potential  risk  factors,  the  decrease  after  12 
months  in  the  program  was  significant  (Table  4).  In-patient 
stays  were  also  associated  with  being  below  the  poverty  level, 
having  poor  to  fair  perceived  health,  having  a  higher  number 
of  lADL  limitations,  and  having  a  higher  number  of  health 
problems. 


Discussion 

Our  evaluation  of  the  community-based  Senior  PH  ARM  Assist 
program  shows  a  decrease  in  ER  use  and  hospitalizations  one 
year  after  enrollment.  In  addition,  after  just  6  months,  clients 
improved  their  knowledge  of  why  they  were  taking  their 
medications,  and  this  was  sustained  at  12  months.  These 
findings  suggest  that  the  program's  interventions  lead  to 
changes  that  can  reduce  health  care  costs  incurred  by  low 
income  seniors. 

One  goal  of  the  program  was  to  increase  clients'  aware- 
ness of  and  participation  in  their  own  health  care.  We  found 
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that  talking  to  clients  specifically  about  the  purpose  behind 
and  proper  administration  of  their  medications  did  increase 
their  knowledge.  This  speaks  to  the  ability  of  seniors  to  learn 
about  their  medication  regimen  as  long  as  they  have  access  to 
client-centered  education.  When  clients  see  several  different 
prescribers  or  use  different  pharmacies,  it  is  important  for  a 
single  healthcare  professional  to  have  a  clear  and  complete 
understanding  of  the  client's  pharmaceutical  care.  Since 
Senior  PHARMAssist  contacts  prescribers  and  community 
pharmacists  to  clarify  pharmaceutical  care  plans,  clients' 
increased  knowledge  may  have  been  the  result  of  streamlined 
and  coordinated  care,  which  was  thereby  easier  to  under- 
stand. 

We  expected  to  find  that  Senior  PHARMAssist  im- 
proved adherence  to  medication  regimens,  but  this  was  not 
borne  out  by  the  evaluation.  There  was  a  change  in  the 
hypothesized  direction,  but  it  did  not  reach  statistical  signifi- 
cance. There  are  several  reasons  why  this  may  have  been  so. 
For  example,  adherence  was  measured  by  comparing  clients' 
reported  use  to  the  directions  on  each  prescription  label.  Any 
discrepancy  was  considered  non-adherence  even  if  a  physi- 
cian had  verbally  changed  the  administration  schedule  with- 
out writing  a  new  prescription.  In  addition,  the  measure  of 
adherence  used  here  lumped  together  both  intentional  (be- 
cause the  medication  was  too  expensive,  caused  side  effects, 
seemed  ineffective,  "I  didn't  need  it")  and  unintentional  non- 
adherence  (because  clients  forgot  to  take  it  or  misunderstood 
directions).  The  program  educated  clients  about  their  role 
managing  medications,  so  it  is  possible  that  intentional  non- 
adherence  was  a  valid  choice.  Further  analyses  should  take 
these  possibilities  into  account. 

Adverse  medication  effects  did  not  decrease  after  one 
year  in  the  program.  There  was  a  change  in  the  expected 
direction,  but  it  was  not  statistically  significant.  It  is  possible 
that  clients  learned  to  recognize  symptoms  as  adverse  medi- 
cation reactions,  so  any  decrease  in  adverse  effects  due  to 
better  prescribing  may  have  been  counterbalanced  by  in- 
creased awareness  of  medication-induced  symptoms.  If  this 
is  so,  the  modest  reduction  we  found  in  reported  adverse 
medication  reactions  may  underestimate  the  positive  influ- 
ence of  Senior  PHARMAssist. 

It  is  likely  that  the  program's  interventions  had  a  direct 
effect  on  health  status  and  health  care  costs,  but  this  conclu- 
sion should  be  interpreted  cautiously.  Wallihan  et  aP  found 
that  older  adults  substantially  under-report  health  services 
use.  This  means  that  self-reporting  may  lead  to  biased  esti- 
mates of  ER  visits  and  hospitalizations,  but  we  believe  that 
within-person  estimates  of  change  over  time  should  not  be 
affected.  In  addition,  because  we  did  not  study  a  control 
population  for  comparison,  it  is  possible  that  changes  attrib- 
uted to  Senior  PHARMAssist  were  due  to  other,  concurrent 
factors  promoting  health  in  the  community.  Similarly,  the 
lack  of  a  control  population  receiving  only  financial  assis- 
tance but  not  an  integrated  program  of  education  and  coordi- 


nation with  prescribers,  pharmacists,  caregivers  and  home 
health  providers,  makes  it  impossible  to  determine  the  effec- 
tiveness of  individual  components  of  the  program.  Finally, 
the  effectiveness  of  this  program  has  been  demonstrated  for 
low-income  seniors  in  Durham  County,  but  we  do  not  know 
that  these  findings  can  be  generalized  to  other  settings  and 
populations. 


Conclusions 

The  federal  government  has  recently  turned  its  attention 
toward  providing  prescription  benefits  to  Medicare  enroll- 
ees.  In  1999,  North  Carolina  expanded  Medicaid  eligibility 
to  100%  of  the  federal  poverty  level  for  older  adults  and 
people  with  disabilities.  However,  both  approaches  address 
only  medication  access  issues.  Programs  such  as  Senior 
PHARMAssist  show  the  potential  for  cost  benefits  by  com- 
bining access  with  client-centered  education.  We  need  fur- 
ther research  on  the  cost-effectiveness  and  health  benefits  of 
such  interventions  to  help  guide  policy  decisions.  For  now, 
the  observed  benefits  of  Senior  PHARMAssist  merits  expan- 
sion of  our  study  to  a  sample  of  communities,  ideally  with 
matched  control  communities  for  comparison.    O 
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Prehospital  ECG  Transmission  Speeds 
Reperf usion  for  Patients  with  Acute 
Myocardial  Infarction 


Thomas  Wall,  MD,  James  Albright,  MSA,  Billy  Livingston,  Lee  Isley,  MBA,  Dwane  Young,  REMTP,  Michael  Nanny, 
RN,  Samuel  Jacobowitz,  MD,  Charles  Maynard,  PhD,  Norman  Mayer,  MD,  Karen  Pierce,  RN,  MBA,  Cindy 
Rathbone,  RN,  Thomas  Stuckey,  MD,  Michael  Savona,  BA,  Paul  Leibrandt,  BA,  Bruce  Brodie,  MD,  Galen  Wagner, 
MD 


Over  the  past  decade,  use  of  percutaneous 
transluminal  coronary  angioplasty  (PTCA) 
has  significantly  decreased  the  morbidity 
and  mortality  of  acute  myocardial  infarction 
(AMI)  by  visualizing  acute  occlusions  and 
rapidly  reestablishing  flow  through  the  inf- 
arct-related  artery  (IRA).'  Only  early  and 
complete  reperfusion  results  in  a  profound 
decrease  in  morbidity  and  mortality.- '  Even 
patients  whose  IRAs  show  less  than  com- 
plete reperfusion  have  lower  mortality  rate 
than  those  with  no  reperfusion.'  Recent  clini- 
cal trials  show  that  PTCA  restored  complete 
or  partial  flow  in  the  IRA  of  93-98%  of 
patients.''" 

Studies  by  Reimer  and  Jennings  in  dogs  showed  that  the 
degree  of  myocardial  salvage  was  greatest  when  reperfusion 
occurred  within  two  hours  after  abrupt  coronary  occlusion. ** 
Cannon  et  al'  and  Surypranta  et  al '"  showed  that  early  primary 
PTCA  led  to  considerable  mortality  benefit,  and  a  recent 
report  by  Brodie  et  al  identified  a  2-hour  time  frame  for 
achieving  recovery  of  left  ventricular  function  and  improved 
survival  in  humans."  The  time  from  infarction  to  reperfusion 
is  vital  to  survival  in  AMI. 

Emergency  medical  systems  (EMS)  and  hospital  emer- 
gency departments  (EDs)  have  taken  steps  to  reduce 


Table  1.  Comparison  of  time  delays 

Delay  times 

Control 

intervention 

Difference 

(27  patients) 

(50  patients) 

25'"  percentile 

85  min. 

64  min. 

21  min. 

50"^  percentile 

109  min. 

80  min. 

29  min. 

75"^  percentile 

122  min. 

100  min. 

22  min. 

reperfusion  delays,  most  often  through  the  implementation  of 
protocols  for  AMI  triage  and  treatment'-"  and  through 
transmission  of  electrocardiograms  (ECGs)  by  EMS  to  the 
hospital  ED.'""''  To  minimize  delays  in  primary  PTCA  for 
AMI  patients.  Guilford  County  Emergency  Medical  Services 
(GCEMS)  and  chnical  cardiologists  at  Moses  Cone  Hospital 
evaluated  the  use  of  a  prehospital  ECG  to  reduce  time  to 
PTCA  treatment.  In  the  Timely  Intervention  in  Myocardial 
Infarction  (TIME)  Trial,  we  compared  time  to  reperfusion  of 
patients  without  and  with  12-lead  ECG  transmitted  to  the 
hospital  before  arrival  in  the  ED. 


Drs.  Wall.  Jacobowitz,  Mayer,  Stuckey,  and  Brodie  and  Mr.  Nanny  are  with  Moses  Cone  Hospital  in  Greensboro:  Messrs. 
Albright,  Livingston,  Isley,  and  Young,  Ms.  Pierce,  and  Ms.  Rathbone  are  with  the  Guilford  County  Emergency  Medical 
Services,  Greensboro;  Dr.  Maynard  is  at  the  University  of  Washington,  Seattle,  WA;  Mr.  Savona  and  Dr.  Wagner  are  at  Duke 
University  Medical  Center  in  Durham.  Dr.  Wagner  may  be  contacted  at  919/668-8826  or  a  wagne004@mc.duke.edu. 
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Methods 

Patients.  We  used  as  controls 
27  consecutive  patients  who 
had  received  primary  PTCA 
for  AMI  in  the  period  prior  to 
beginning  prehospital  ECG  in- 
tervention. Prehospital  ECG 
transmission  was  begun  in  May 
1995.  After  a  5-month  pilot 
phase,  we  studied  50  consecu- 
tive AMI  patients  treated  be- 
tween October  1 . 1 995  and  Sep- 
tember 30,  1996.  For  control 
and  intervention  patients, 
elapsed  time  and  clinical  his- 
tory and  events  were  recorded 
on  a  GCEMS  AMI  Data  Sheet 
(Appendix),  as  well  as  on  Na- 
tional Registry  of  Myocardial 
Infarctions  2  (NRMI2)  case 
report  forms.  We  compared 
data  from  AMI  patients  treated 
with  primary  PTCA  in  the  con- 
trol and  prehospital  ECG  inter- 
vention groups. 


Study  Protocol.  All  GCEMS 
paramedics  were  taught  how  to 
assess  potential  candidates  for 
PTCA,  complete  the  AMI  data 
sheet,  and  obtain  technically 
satisfactory  12-lead  ECGs  at 
the  site  of  initial  patient  en- 
counter. Paramedics  were  also 
taught  to  recognize  various  pat- 
terns of  ST  segment  elevation 
indicating  AMI. 

GCEMS  ambulance  units 
were  equipped  with  remote-transmission,  12-lead  ECG 
devices  (Marquette  Electronics).  ECGs  were  transmitted 
to  a  responsible  ED  physician  at  Moses  Cone  Hospital,  and 
ECG  interpretation  by  the  paramedic  was  voice-transmit- 
ted to  the  ED.  Paramedics  assessed  each  patient  based  on 
a  specified  protocol  (Appendix ),  which  included  symptom 
characteristics,  time  of  symptom  onset,  time  of  initial 
ECG,  time  of  ED  arrival,  time  of  first  hospital  ECG,  and 
vital  signs  (including  blood  pressures  in  both  arms  to  rule 
out  aortic  dissection).  Decisions  about  whether  the  patient 
was  a  candidate  for  thrombolytic  therapy  or  primary  PTCA 
were  based  on  pertinent  historical  information. 

ED  physicians  were  authorized  to  assemble  the  car- 
diac catheterization  team  for  possible  PTCA.  Prior  to 
arrival  in  the  ED,  the  responsible  cardiologist  had  adequate 


Table  2.  Patient  characteristics  for  TIIVIE  intervention  population 

Median 

(  25'^ 

75'"  Percentile) 

Age  in  years 

59 

(  50, 

66) 

Systolic  BP 

136 

(116, 

156) 

Diastolic  BP 

84 

(  70, 

91) 

Pulse  (beats/min) 

77 

(  63, 

86) 

No.  of  patients 

Gender 

Female 

19 

Male 

31 

Race 

White 

39 

Black 

9 

Medical  histories 

Myocardial  Infarction 

6 

Angina 

8 

Prior  PTCA 

2 

Prior  coronary  bypass 

2 

Stroke 

2 

Diabetes 

11 

Hypertension 

20 

Smoking 

24 

Family  history  of  coronary 

disease 

17 

Elevated  lipids 

14 

Chest  pain  on  admission 

44 

ST  elevation  on  admission 

48 

ST  depression  on  admission 

21 

AMI  location 

Anterior 

18/48     (38%) 

Inferior 

25/48     (52%) 

information  to  make  a  final  decision  regarding  emergency 
coronary  angiography.  Another  ECG  was  obtained  immedi- 
ately upon  patient  arrival  in  the  ED.  An  ED  nursing  team  was 
dedicated  to  each  patient  to  decrease  time  delays  after  arrival. 
Elapsed  times  (from  hospital  ED  arrival  until  docu- 
mented coronary  reperfusion)  in  control  and  intervention 
groups  were  compared  using  the  Wilcoxon  Rank  Sum  Test. 


Results 

The  recorded  time  intervals  for  control  and  intervention 
groups  are  shown  in  Table  1 .  The  median  time  from  hospital 
arrival  to  primary  PTCA  was  109  minutes  in  the  control 
patients  (the  25"'  percentile  was  85  minutes,  and  the  75"' 
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Table  3.  Clinical  events  in  intervention  group 

Event 

No.  of  Patients  (%) 

Hypotension 

3 

(6  %) 

Recurrent  Ischemia 

6 

(12%) 

Reinfarction 

1 

(2  %) 

AV  blocl<  (Inigh  degree) 

1 

(2  %) 

Ventricular  tach/fib 

5 

(10%) 

Other  cardiac  arrest 

1 

(2  %) 

Pulmonary  edema  (Killip  III) 

1 

(2  %) 

Cardiogenic  shock  (Killip  IV) 

0 

Death 

1 

(2  %) 

percentile  was  122  minutes).  The  median  time  from  hospital 
arrival  to  primary  PTCA  in  the  intervention  patients  was  80 
minutes  (the  25'''  percentile  was  64  minutes  and  the  75"" 
percentile  was  100  minutes).  The  difference  in  time  to  pri- 
mary PTCA  between  the  control  and  intervention  groups  was 
statistically  significant  (p=0.002).  We  made  no  attempt  to 
compare  morbidity  and  mortality  in  the  two  groups  because 
our  sample  was  small. 

Table  2  shows  the  characteristics  of  the  50  patients  in  the 
prehospital  ECG  intervention  group.  Their  median  age  was 
59  years,  two  thirds  were  men,  and  the  other  demographics 
are  typical  of  a  community  hospital  population  with  AMI. 

Hospital  outcomes  for  the  50  patients  in  the  intervention 
population  are  shown  in  Table  3.  There  was  one  death  (2% 
mortality),  and  serious  complications  were  minimal  (1 
reinfarction,  and  6  cases  of  ventricular  tachycardia,  ventricu- 
lar fibrillation,  or  other  mechanisms  of  cardiac  arrest).  One 
patient  had  Killip  Class  III  heart  failure  and  none  had  Class 
IV. 


Discussion 

There  is  little  doubt  that  time  is  of  the  essence  in  treating 
patients  with  AMI.  Rawles  found  that  the  5-year  mortality 
rate  for  AMI  patients  treated  with  thrombolytic  therapy 
within  one  hour  was  20%  lower  than  in  those  treated  after 
more  than  one  hour.'^  The  GISSI-1  Study  showed  a  47% 
reduction  in  deaths  of  patients  treated  with  thrombolytics 
within  one  hour  of  symptom  onset.'"  and  the  MITI  trial 
showed  that  patients  treated  within  70  minutes  of  symptom 
onset  had  an  in-hospital  mortality  of  only  1.2%.  compared  to 
8.7%  in  patients  treated  after  70  minutes."  A  pooled  analysis 
of  fibrinolytic  trials  showed  a  30%  reduction  in  mortality  in 


those  treated  within  1  hour  of  symptom  onset  but  only  an  18% 
reduction  in  those  treated  4-6  hours  from  symptom  onset.-" 

The  29-minute  decrease  in  median  time  from  hospital 
arrival  to  primary  PTCA  in  this  study  emphasizes  the  value 
of  the  transmitted  ECG.  When  EMS  personnel  have  recorded 
and  transmitted  a  prehospital  ECG,  the  ED  is  already  pre- 
pared for  immediate  follow-up  12-lead  ECG  upon  arrival, 
thus  minimizing  further  delays.  The  results  of  our  trial 
suggest  that  nurses  and  paramedics  should  be  trained  to 
recognize  diagnostic  ECG  changes  and  should  immediately 
transmit  ECGs  of  patients  with  evidence  of  AMI  to  the  ED. 

Furthermore,  ED  physicians  should  have  the  authority  to 
make  decisions  about  reperfusion  therapy.  During  the 
interventional  phase  of  our  study,  ED  physicians,  armed  with 
data  from  transmitted  prehospital  ECGs,  were  able  to  mobi- 
lize evaluation  in  both  the  ED  and  the  catheterization  labora- 
tory. Though  initially  skeptical,  cardiology  staff  became 
comfortable  with  ED  physicians  ordering  emergent 
catheterizations.  The  ED  physicians  reliably  limited  "false 
alarms."  and  this  contributed  to  an  efficient  working  relation- 
ship between  the  ED  and  the  catheterization  laboratory. 

The  demonstrated  time  saving  with  ECG  transmission  is 
so  potentially  significant  that  we  are  conducting  a  further 
study  to  determine  we  can  reduce  delays  even  further  by 
transmitting  the  12-lead  ECG  from  the  paramedics  directly 
to  the  on-call  cardiologist  via  a  cellular  telephone  with  a 
liquid  crystal  display.    O 
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For  Locum  Tenens  and  Permanent  Placements 


Benefit  from  the  personal  touch  of  a 
company  man  aged  by  a  physician  with 
extensive  experience  readily  understanding 
your  staffing  needs. 

Board  Certified/Board  Eligible  physicians  are 
selectively  matched  to  practices  according 
to  clinical  skills,  specialities  and  personalties. 
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Appendix:  The  Guilford  EMS  Acute  Ml  case  report  form  used  for  all  patients  enrolled  in  the  trial. 

Guilford  County  EMS 

Acute  Ml 

TIME  Trial 


Unit. 


Date 


Patient's  name 

Patient's  primary  physician . 
Patient's  cardiologist 


Age: 


Sex: 


ASSESSMENT: 


Approximate  Time  of  SX  Onset 
Time  of  EMS  12  Lead  ECG 
Time  of  Arrival  in  ED 
Time  of  First  ED  ECG 


Location/description,  risk/precipitating  factors,  associated  symptoms  determined  should  be  recorded  on  A  CR. 

1  Y  N  Typical  /  classical  chest  discomfort 

1  Y  N  Duration  {>  30  minutes  and  <1 2  hours) 

1  Y  N  Has  the  discomfort  been  constant? 

1  Y  N  Oriented,  can  cooperate,  is  reliable? 


SYMPTOMS: 


Y 
Y 
Y 
Y 


N 
N 
N 
N 


Nausea/vomiting 
Diaphoresis 
Shortness  of  breath 
Radiation  of  pain 


VITAL  SIGNS: 

BP:  Right /. 


Y  N 

Y  N 

Y  N 


Left 


/ 


Pulse: 


,  Respirations: 


Is  Left  vs.  Right  BP  different  by  >1  OmmHg? 
Systolic  BP>180mmHg  (after  3  SL  NTGs)? 
Diastolic  BP>11  OmmHg  (after  3  SL  NTGs)? 


HISTORY: 

Lytic  Exclusion  Criteria: 

Y  N  Pregnant? 

Y  N  Hx  of  bleeding  problems? 

Y  N  OVA,  brain  surgery,  brain  tumor  or  seizure  Hx? 

Y  N  Hospitalized  in  last  2  months?  If  Yes, 

why? 

Y  N  Hx  of  recent  Gi  bleed  (<1 0  days)? 

Y  N  Recent  surgery/trauma  (<10  days)? 

Y  N  Hx  of  diabetic  retinopathy? 

Y  N  Previous  Rx  SK/APSAC? 

Y  N  Takes  blood  thinners  (Coumadin,  Warfarin)? 

Y  N  Meets  criteria  for  lytic  therapy? 


Acute  Catti .  Exclusion  Criteria 


Y 

N 

Pregnant? 

Y 

N 

Hx  of  bleeding  problems? 

Y 

N 

Hx  of  renal  failure? 

Y 

N 

Contrast  allergy? 

Y 

N 

Femoral/D.  pedis  pulses  present? 

Y 

N 

Meets  criteria  for  cath? 

EMT-P  signature  &  ID  number 
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Running  the  Numbers 

A  Periodic  Report  to  North  Carolina  Physicians  and  Their  Patients 
About  Current  Topics  in  Health  Statistics 

Paul  A.  Bu  esc  her.  PhD,  Editor 


Cancer  Data 


The  North  Carolina  Central  Cancer  Registry  (CCR) 
started  collecting  data  in  1 990  on  all  new  cases  of 
cancer  except  common  skin  cancers  and  in  situ 
cervical  cancer  cases.  Hospitals  report  more 
than  30,000  new  cases  of  cancer  to  the  CCR  each 
year.  In  comparison,  there  are  approximately 
15,000  cancer  deaths 
per  year.  An  important 
goal  of  the  CCR  is  to 
provide  cancer  data  to 
agencies  involved  in 
cancer  prevention  and 
control,  including  data 
to  evaluate  the  success 
of  cancer  screening 
programs.  Several 
types  of  cancer  can  be 
detected  in  early  stages 
through  readily  avail- 
able and  often  inexpen- 
sive tests. 

For  example,  can- 
cer of  the  colon  and 
rectum  can  be  detected 
early  through  several 
screening  tests  includ- 
ing the  digital  rectal  exam,  the  fecal  occult  blood 
test,  sigmoidoscopy,  colonoscopy,  and  barium 
enema  with  air  contrast.  The  latest  survival  esti- 
mates for  the  United  States  were  prepared  by  the 
National  Cancer  Institute.  If  invasive  colon  and 
rectum  cancer  is  detected  in  the  localized  stage 
(cancer  is  confined  to  the  colon  or  rectum),  the  5- 
yearsurvival  rate  for  all  races,  males  and  females 


Colon  cancer:  stage  at  diagnosis. 


is  90%.  When  the  cancer  is  first  detected  at  the 
regional  stage  (cancer  has  spread  to  adjacent 
tissues  or  nearby  lymph  nodes),  the  5-year  survival 
rate  drops  to  65%.  And  at  the  distant  stage  (meta- 
static disease),  the  5-year  survival  rate  is  only  8%. 
These  data  make  clear  the  advantages  of  early 

detection. 

In  North  Carolina, 
an  average  of  3,350 
new  cases  of  invasive 
colon  and  rectum  can- 
cer are  diagnosed  each 
year.  The  chart  shows 
the  percentage  of  colon 
and  rectum  cancers  di- 
agnosed during  1993- 
1997  at  each  stage. 
If  all  colon  and  rectum 
cancer  cases  were  di- 
agnosed at  the  local- 
ized stage,  an  esti- 
mated 860  lives  would 
be  saved  each  year. 

Data  from  the  CCR 
can  be  used  to  help 
evaluate  the  effective- 


ness of  cancer  screening  programs  in  the  state. 
We  rely  on  hospitals  and  physicians  to  report  all 
new  cases  of  cancer  so  that  our  data  will  be  of 
maximum  benefit  to  cancer  control  programs  in 
North  Carolina.  A  future  article  in  this  series  will 
address  issues  related  to  cancer  data  reporting 
and  data  quality. 


From  the  State  Center  for  Health  Statistics 

www.schs.state.nc.us/SCHS 

North  Carolina  Department  of  Health  and  Human  Services 
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A      PIECE      OF      A      NORTH      CAROLINA      DOCTOR'S      MIND 

Is  Physician-Assisted  Suicide  Ethical? 
Is  Euthanasia? 

Bruce  B.  Blackmon,  MD 


/  SWEAR  by  Apollo  the  physician,  and  Aesculapius,  and  Health,  and  All-heal,  and  all  the  gods  and  goddesses,  that, 
according  to  my  ability  and  judgment,  I  will  keep  this  Oath  and  this  stipulation  to  reckon  him  who  taught  me  this  Art  equally 
dear  to  me  as  my  parents,  to  share  my  substance  with  him,  and  relieve  his  necessities  if  required;  to  look  upon  his  offspring 
in  the  same  footing  as  my  own  brothers,  and  to  teach  them  this  Art,  if  they  shall  wish  to  learn  it,  without  fee  or  stipulation; 
and  that  by  precept,  lecture,  and  every  other  mode  of  instruction,  I  will  impart  a  knowledge  of  the  Art  to  my  own  sons,  and 
those  of  my  teachers,  and  to  disciples  bound  by  a  stipulation  and  oath  according  to  the  law  of  medicine,  but  to  none  others. 

I  will  follow  that  system  of  regimen  which,  according  to  my  ability  and  judgment,  I  considerfor  the  benefit  of  my  patients, 
and  abstain  from  whatever  is  deleterious  and  mischievous. 

I  will  give  no  deadly  medicine  to  any  one  if  asked,  nor  suggest  any  .such  counsel;  and  in  like  manner  I  will  not  give  to 
a  woman  a  pessary  to  produce  abortion. 

With  purity  and  with  holiness  I  will  pass  my  life  and  practice  my  Art.  I  will  not  cut  persons  laboring  under  the  stone,  but 
will  leave  this  to  be  done  by  men  who  are  practitioners  of  this  work. 

Into  whatever  houses  I  enter,  I  will  go  into  them  for  the  benefit  of  the  sick,  and  will  abstain  from  every  voluntary  act  of 
mischief  and  corruption;  and,  further  from  the  seduction  of  females  or  males,  of  freemen  and  slaves. 

Whatever,  in  connection  with  my  professional  practice  or  not,  in  connection  with  it,  I  see  or  hear,  in  the  life  of  men,  which 
ought  not  to  be  spoken  of  abroad,  I  will  not  divulge,  as  reckoning  that  all  such  should  be  kept  secret. 

While  I  continue  to  keep  this  Oath  unviolated,  may  it  be  granted  to  me  to  enjoy  life  and  the  practice  of  the  art,  respected 
by  all  men,  in  all  times!  But  should  I  trespass  and  violate  this  Oath,  may  the  reverse  be  my  lot! 

Hippocrates,  Works  trans.,  Francis  Adams  (New  York;  Loeb)  vol.  I,  299-30 


eth-ics  \  'e-thik.\\ii.  a:  the  discipline  dealing  with  what  is  good 
and  bad  and  with  moral  duty  and  obligation  ;b:  a  set  of  moral 
principles  or  values;  c:  the  principles  of  conduct  governing 
cm  individual  or  a  group;  d:  a  guiding  philosophy 

When  wrestling  with  complex  ethical  issues  of  medical 
practice,  many  of  us  are  inclined  to  look  back  toward 
medicine's  ethical  "roots,"  to  the  Hippocratic  Oath.  Every 
doctor  is  familiar  with  it,  but  just  how  literal  a  guideline  is  it 
for  us  in  practice?  The  oath  says  I  should  teach,  without  fee 
or  stipulation  .  .  .  the  Art  to  my  own  sons,  and  those  of  my 
teachers  .  .  .  but  to  none  other.  Well,  that  ought  to  ease  the 


Dr.  Blackmon  is  a  gastroenterologist  and  family  practioner. 
He  can  be  reached  at  PC  Box  8,  Buie's  Creek  NC  27506. 


financial  woes  of  medical  schools,  not  having  to  pay  any 
faculty  salaries!  And  by  those  guidelines,  I  could  never  have 
become  a  doctor,  since  my  father  wasn't  one.  Nor  could  my 
pediatrician  daughter,  since  she's  not  a  son. 

Into  whatever  houses  I  enter,  I  will  go  into  them  for  the 
benefit  of  the  sick.  Remember,  we  have  sworn  by  Apollo!  / 
will  follow  that  system  of  regimen  which,  according  to  my 
ability  andjudgment,  I  considerfor  the  benefit  of  my  patients. 
Who  are  my  patients?  As  a  family  physician,  if  I  saw  a  three- 
year-old  with  measles  or  polio,  did  I  treat  only  that  one 
patient,  or  did  I  tell  the  whole  community  they  needed  their 
shots?  If  I  saw  one  meningitis  case,  did  I  only  treat  that  case 
or  did  I  try  for  prophylactic  treatment  of  the  family?  When  we 
treat  a  patient  with  AIDS,  does  our  obligation  of  care  extend 
to  the  rest  of  the  family — the  spouse,  the  children  both  bom 
and  unborn? 
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/  will  give  no  deadly  medicine  .  .  .  [or]  a  pessary  to 
produce  abortion.  What  are  we  to  we  do,  then,  about  an 
anencephahc  fetus  still  in  utero?  Must  we  leave  this  mother 
to  suffer  until  spontaneous  delivery?  Some  institutions  have 
found  it  expedient  to  delete  this  phrase  from  the  oath. 

The  good  practice  of  medicine  does  not  mean  focusing 
narrowly  on  treatment  of  one  illness  with  one  drug  for  one 
period  of  time.  If  I  am  to  "follow  that  system  of  regimen 
which,  according  to  my  ability  and  judgment,  I  consider  for 
the  benefit  of  my  patients,"  then  I  am  obligated  to  care  for  the 
patient  and  to  treat  the  disease  in  the  context  of  the  patient's 
interests,  family,  and  circumstances. 

How  should  the  Hippocratic  ethos  apply  to  the  subject  of 
assisted  suicide  and  euthanasia?  Perhaps  we  need  to  take  a 
new  look.  We  have  put  the  laws  in  place  that  could  send  Dr. 
Kevorkian  to  prison,  but  three  different  juries  failed  to 
convict  him  (the  fourth  got  him).  Moreover,  there  is  evidently 
considerable  support  among  medical  professionals  for  his 
position.  A  recent  national  survey  of  1902  physicians  (Meier 
DE,  Emmons  CA,  Wallenstein  S,  et  al.  A  national  survey  of 
physician-assisted  suicide  and  euthanasia  in  the  United  States. 
New  Engl  J  Med  1998;338: 1 193-201 )  found  that  "a  substan- 
tial proportion  of  physicians  in  the  United  States  .  .  .  report 
that  they  have  received  requests  for  physician-assisted  sui- 
cides and  euthanasia,  and  about  6%  have  complied  with  such 
requests  at  least  once."  Eleven  percent  of  the  physicians 
report  that,  even  under  current  legal  restraints,  there  are 
circumstances  in  which  they  would  prescribe  medication 
that  a  competent  patient  could  use  to  end  his  or  her  life;  36% 
said  they  would  prescribe  such  a  medication  if  it  were  legal 
to  do  so.  Seven  percent  said  that  under  current  legal  con- 
straints, they  would  administer  a  lethal  injection  to  a  compe- 
tent patient  under  appropriate  circumstances;  24%  said  they 
would  do  so  if  the  practice  were  legal. 

American  medicine  must  face  squarely  these  requests 
for  help  with  assisted  suicides  and/or  euthanasia.  These  are 
multifaceted  problems.  Surely  we  must  continue  study  and 
research  and  training  for  Hospice  and  other  end-of-life  care, 
but  we  are  still  going  to  have  to  deal  with  patients  and  families 
who  have  reached  the  end  of  the  rope,  but  for  whom  death  has 
not  yet  come.  Either  we  take  the  lead  and  help  make  legal 
provisions  for  giving  relief  to  the  patient  and  family,  or  the 
courts  and  legislatures  will  make  the  decision  for  us. 

Statistics  from  Holland  show  that,  if  no  assistance  is 
given,  patients  usually  linger  3-4  weeks  after  they  have 
requested  assisted  suicide  or  euthanasia.  Think  how  horrible 
those  three  weeks  must  be  for  the  patient  and  family — all 
dressed  up  for  death  and  then  the  bus  is  3  or  4  weeks  late — 
the  pain,  the  heartache,  the  loss  of  sleep  by  family  and  friends 
trying  to  serve  a  loved  one,  exhausted  almost  beyond  endur- 
ance and  in  some  cases  beyond  endurance,  and  the  bus  is  late. 

I've  had  my  three  score  and  ten,  and  they  have  been  good 
years.  When  I  have  my  big  one  and  some  good  physician  and 
hospital  staff  have  done  all  for  me  that  they  can,  and  there  is 


no  hope;  when  "Bruce"  is  gone  and  only  a  hunk  of  protoplasm 
is  left;  when  I  have  voted,  "let's  go  now  and  not  drag  it  out"; 
when  my  family  are  psychologically  ready  to  let  me  go — 
THEN,  I  want  the  laws  of  North  Carolina  to  protect  from  loss 
of  license  and  livelihood  that  physician  or  nurse  who  helps 
me  to  die  in  peace  instead  of  just  "pulling  the  plug"  and  then 
allowing  me  to  starve  to  death,  slobbering,  gasping  for  final 
breaths,  and  soiling  myself  and  the  bed  for  hours  or  days 
while  the  family  sits  around  praying,  "Lord,  he"  s  been  through 
so  much.  Please  take  him  peacefully."  (Incidentally,  rescuing 
me  and  my  family  from  those  last  three  weeks  will  save 
enough  in  medical  expenses  to  buy  a  good  chunk  of  my 
granddaughter's  education.)  Surely  there  can  be  no  greater 
abandonment  of  a  patient  than  to  "pull  the  plug"  andthenjust 
leave  him  to  die  with  no  nourishment  or  water. 

After  this,  no  one  of  you  who  reads  this  can  ever  say  you 
have  never  been  asked  to  assist  in  euthanasia.  I'm  asking  you 
now.  Please  don't  let  me  starve  to  deathjust  because  you  have 
already  assisted  by  pulling  the  plug.  After  all,  pulling  the  plug 
is  only  the  beginning  of  perishing  to  death,  dehydration,  lack 
of  oxygen  in  the  lungs,  kidney  shut-down,  etc.  The  local  vet 
would  be  run  out  of  town  if  he  treated  your  favorite  pet  like 
that.  The  SPCA  would  have  him  in  court  for  cruelty  to 
animals,  and  they  would  win,  and  they  should  win.  Treat  me 
at  least  as  well  as  you  would  treat  a  dog.  Just  give  me  a  shot 
and  let  me  go  to  sleep,  and  let  my  family  have  some  peace. 

Amen.  □ 


Give  the  gift  of  life. 

Call  (800)877-5833  for  information 
W  ^  ST.  JIVE  CHILDRENS 
n  RESEARCH  HOSPITAL 


liantn  Thomas.  Founder 
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PIECE      OF      A      NORTH      CAROLINA      DOCTOR'S      MIND 


Trying  to  Do  the  Right  Thing 

Two  Cautionary  Tales 


The  Tripartite  Arrangement — Don't 
Go  There  Without  Somebody! 

Donald  T.  Lucey,  MD,  FACS 


After  29  blissful  years  as  a  urologist,  trying  to  do  my  part  by 
providing  quality  professional  health  care  for  my  patients,  I 
opened  an  envelope  one  day  and  launched  a  two  year  trip  into 
the  unknown. 

Most  of  us  physicians  spend  much  of  our  early  lives 
preparing  to  be  doctors.  We  practice  our  profession  to  the  best 
of  our  abilities.  To  then  receive  a  notification  of  an  impending 
malpractice  suit  is  unnerving,  to  say  the  least.  In  my  case,  the 
alleged  event  had  occurred  6  years  earlier.  At  first,  I  had 
difficulty  even  remembering  the  patient  or  the  circumstances 
surrounding  his  case.  Now  1  have  every  facet  memorized.  I 
will  never  forget  any  of  the  details,  even  though  I  would  just 
as  soon  forget — if  I  could.  An  immense  amount  of  my  time 
for  two  years  was  devoted  to  worrying  about  the  case, 
attending  a  number  of  depositions,  preparing  mentally  for  my 
own  deposition,  and  meeting  with  attorneys  in  preparation 
for  a  potential  jury  trial. 

I  carry  good  malpractice  insurance — $3,000,000  maxi- 
mal coverage — and  my  physician-owned  insurance  com- 
pany sent  me  a  list  of  "legal  service  providers,"  from  which 
I  selected  an  attorney  team.  The  date  for  trial  was  set  for  about 
one  year  in  advance,  but  I  always  thought  the  case  would  not 
go  to  trial.  I  was  certainly  wrong.  In  North  Carolina  we  have 
a  legislatively  constructed  mandatory  mediation  experience 
presided  over  by  an  independent  judge.  Both  defendant  and 
plaintiff  are  supposed  to  just  talk  and  attempt  to  settle.  It  did 
not  occur  in  my  case;  in  fact,  no  one  really  talked  and  no 
compromise  was  ever  offered.  So  we  went  to  trial.  That  is  the 
experience  I  want  to  share  with  the  readers. 

My  wife  and  I  approached  the  trial  as  a  team.  We  soon 
found  that  we  were  involved  in  a  tripartite  contract,  a  liaison 
of  three  parties  in  a  unique  and  strange  relationship.  Of 
course,  "tripartite"  means  an  airangement  of  three  parties, 
such  as  an  alliance  of  three  countries,  banded  together  for 
purposes  of  mutual  protection.  In  other  words,  a  treaty.  But 


nothing  in  the  definition  suggests  equality  between  the  three 
parties;  that  is  just  an  assumption  most  of  us  make  in  our 
understanding  of  this  term. 

To  further  clarify  the  term  tripartite,  let  me  describe  the 
contract  for  you.  Physicians  pay  premiums  to  a  malpractice 
insurance  company,  which  then  hires  attorneys  to  provide 
legal  defense  if  the  physician  client  needs  it.  Clear  so  far, 
wouldn't  you  agree?  However,  the  attorney  team  is  paid  not 
by  the  doctor  but  by  the  insurance  company.  That  makes  one 
part  of  the  contract  two-sided — that  between  company  and 
attorney.  The  third  party — the  physician — lives  to  some 
degree  under  the  burden  of  an  "odd  man  (or  woman)  out" 
philosophy.  The  attorneys  are  beholden  to  the  insurance 
company  because  the  company  pays  them.  The  physician 
clients  do  not  pay  the  attorney  directly,  and  thus  the  problem. 
At  some  point — as  in  my  case — a  conflict  of  interest  may 
occur.  Doctors  need  to  know  this;  I  certainly  did  not.  I'll 
explain  what  happened. 

When  we  went  to  trial  the  declared  amount  of  monetary 
reward  sought  was  $3,000,000,  the  maximum  of  my  cover- 
age. Should  I  lose,  I  was  covered  for  this  amount  so  I  was 
"okay."  Of  course,  I  still  had  to  prepare  for  a  trial,  which  took 
the  better  part  of  three  weeks.  Then,  the  day  the  trial  began, 
my  attorney  called  us  in  to  announce  that  the  monetary 
damages  sought  had  been  raised  by  the  plaintiff  from 
$3,000,000  to  $6,000,000.  Since  this  was  not  a  frivolous  case, 
I  knew  that  I  could  lose.  The  patient  was  disabled  as  a  result 
of  the  disease  from  which  he  suffered.  He  needed  crutches  in 
order  to  walk. 

The  attorneys  declared  that  their  responsibility  ended  at 
the  $3,000,000  limit  set  by  my  insurance  policy.  The  attor- 
neys said  I  would  need  additional  legal  assistance.  This  was 
an  unpleasant  surprise  for  which  I  was  totally  unprepared,  but 
my  wife  and  I  then  met  with  our  personal  attorney  to  plan  how 
we  would  handle  the  additional  financial  risk.  Then  we  met 
with  representatives  of  my  physician-owned  malpractice 
insurance  company  who  advised  us  that  they  thought  we 
would  win  the  case  based  on  their  expert  review  of  all  the 
documents.  However,  even  though  the  company  thought  we 
would  win,  and  they  wanted  to  take  our  case  to  go  to  trial,  they 
would  not  cover  us  for  the  additional  $3,000,000.  I  actually 
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wanted  to  settle:  I  wanted  to  go  back  to  work  and  do  what  I 
do — practice  medicine.  I  do  not  like  being  in  the  courtroom 
or  being  on  trial.  You  cannot  smile,  grimace.  laugh,  or  even 
talk  to  anyone  in  the  elevator.  I  would  describe  myself  as  a 
mild-to-moderate  extrovert.  It  was  rough  being  under  a  lid  for 
three  weeks. 

Well,  the  final  choice  was  not  mine.  The  company 
wanted  to  go  to  trial  and  we  did — with  me  at  personal  risk  for 
$3,000,000!  Fortunately  I  was  found  not  guilty  by  unanimous 
verdict  of  the  jury  (in  North  Carolina  a  unanimous  verdict, 
not  a  simple  majority,  is  needed  to  acquit  a  person  in  a  civil 
court).  To  say  that  I  was  relieved  when  the  verdict  was  read 
is  certainly  an  understatement. 

Now  I  am  back  at  work  every  day  and  enjoying  the  hum- 
drum life  of  being  an  ordinary  physician  not  involved  in  ajury 
trial.  I  will  never  forget  the  experience.  I  learned  a  lot  but  here 
I  want  to  focus  on  the  peculiarly  fashioned  tripartite  contract. 
Two  of  those  three  parties — say,  the  attorneys  and  insurance 
company,  as  in  my  case — can  decide  what  they  want  to  do, 
and  you  will  just  have  to  go  along  with  it,  even  if  it  puts  you 
at  considerable  personal  financial  risk.  So  my  advice  is. 
Don't  go  alone.  Take  your  spouse,  for  certain,  because  you 
will  need  plenty  of  support.  Involve  your  personal  attorney, 
another  important  somebody,  from  the  very  start  of  the  suit 
and  meet  with  your  attorney  frequently.  It  is  obviously 
important  to  think  that  the  worst  can  happen  and  to  plan 
carefully  in  case  it  does. 

I  am  grateful  for  my  attorney  team.  They  were  terrific.  I 
am  happy  we  selected  them.  They  worked  hard,  as  hard  as  I 
do,  and  went  out  of  their  way  to  defend  me  in  my  "hour"  of 
need.  I  consider  them  both  to  be  good  friends  now.  They  were 
focused,  stem,  compassionate,  sensitive,  and  professional. 
At  the  same  time  they  could  both  be,  on  the  turn  of  a  dime, 
personal,  humorous,  light-hearted,  and  happy.  Come  to  think 
of  it,  I  think  they  would  both  make  good  doctors.     G 


Reporting  Suspected  Child  Abuse — 
Not  Without  Its  Risks 


Frederick  Nesbit,  MD 


My  recent  experience  may  serve  as  a  warning  to  physi- 
cians that  reporting  suspected  child  abuse  can  lead  to  a 
costly,  time-consuming,  harrassing  adventure  and  the  threat- 
ened loss  of  professional  standing. 

A  call  came  to  our  office  from  a  mother  of  an  8  year-old, 
pleading  that  her  son  be  seen  as  an  emergency  because  the 
child  was  threatening  to  run  away  from  home.  We  accom- 


modated her  by  ananging  an  appointment  that  very  same  day. 
I  saw  this  child  for  a  single  visit  together  with  his  adoptive 
mother,  and  our  entire  session  lasted  less  than  a  half-hour. 
The  boy  was  repeatedly  hushed  by  the  mother  who  did  nearly 
all  of  the  talking.  She  admitted  that  she  had  "smashed  his 
behind  with  a  leather  strap."  Under  the  conditions,  no  evalu- 
ation or  diagnosis  of  the  child  was  possible,  since  the  mother 
did  not  allow  the  boy  to  speak  for  himself  or  to  be  interviewed 
individually. 

Apparently  she  had  been  unable  to  get  an  appointment 
with  the  child's  pediatrician  (who  is  known  for  his  expertise 
in  dealing  with  cases  of  child  neglect  or  child  abuse).  I 
insisted  on  fulfilling  my  duty  by  calling  his  pediatrician  as 
well  as  Child  Protective  Services,  but  she  forbade  me  to 
notify  anyone.  She  abruptly  took  the  child  and  left  my  office, 
angrily  assuring  me  that  she  would  not  return.  I  immediately 
phoned  her  pediatrician  and  also  Child  Protective  Services. 

Within  a  few  weeks  the  Board  of  Medical  Examiners 
summoned  me  to  appear  for  an  informal  discussion  of  the 
case.  Attached  was  a  copy  of  the  1 3-page  letter  written  by  the 
mother.  I  found  it  to  be  a  diatribe,  full  of  allegations  about  my 
reputation  that  she  had  supposedly  heard  from  other  doctors 
and  from  their  office  personnel,  and  including  her  allegation 
(untrue)  that  I  had  diagnosed  the  child  as  "depressed"  and  in 
need  of  Prozac.  I  complied  with  the  Board's  request  to 
appear.  I  was  quizzed  about  the  use  of  Prozac  in  treating 
children,  and  I  acknowledged  that  even  though  this  had  not 
been  approved  by  the  FDA.  its  use  in  children  was  an 
accepted  and  commonly  used  practice.  In  the  encounter  in 
question,  however.  I  am  positive  that  I  offered  no  diagnosis 
and  did  not  mention  the  name  of  any  drug.  I  was  surprised  that 
the  Board  appeared  to  accept  at  face  value  the  woman's 
allegations  about  my  diagnosis  and  treatment  recommenda- 
tions. At  the  conclusion  of  this  session.  I  was  thanked  for  my 
cooperation,  and  was  assured  that  no  record  of  this  would  be 
made.  However,  the  Board  requested  that  I  be  examined  by 
their  psychiatric  consultant  regarding  my  competency  to 
practice  medicine. 

Last  October  the  American  Academy  of  Psychiatry  and 
the  Law  met  in  Baltimore.  I  attended  a  session  on  the  legal 
requirements  of  the  various  state  regarding  suspected  cases 
of  child  abuse  or  neglect.  I  brought  with  me  to  my  meeting 
with  the  Board  a  copy  of  the  brief  statement  concerning  North 
Carolina  regulations.  I  handed  this  to  the  Chairperson  who 
"would  not  take  the  time  to  read  it".  Now  I  wonder  whether 
the  North  Carolina  Board  of  Medical  Examiners  does  not  act 
with  excessive  zeal,  and  whether  it  is  exploiting  the  quasi- 
judicial  position  it  enjoys.  Also.  I  wonder  whether  other 
physicians  who  wish  to  report  suspected  child  abuse  will 
think  the  risk  worth  their  professional  careers.  lJ 


Dr.  Lucey  is  with  Wake  Urological  Consultants,  2800  Blue  Ridge  Blvd.,  Suite  403,  Raleigh,  NC  27607.  Tel.  919/781-7113; 
email:  lucey@juno.com.  Dr.  Nesbit  is  at  PO  Box  1771 ,  Morehead  City,  NC  28557;  email:  fonesbit@aol.com. 
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CASE      REPORT 


A  Woman  with  Diarrhea,  Weight  Loss, 
and  a  Gassy  Liver 

Section  of  Gastroenterology 

Wake  Forest  University  School  of  Medicine 

SERIES  MODERATOR:  Walter  Roufail,  MD,  Clinical  Professor  of  Medicine 
PRESENTER:  Vaman  S.  Jakribettuu,  MD,  Gastroenterology  Fellow 
DISCUSSANT:  Joel  Bruggen,  MD,  Assistant  Professor  of  Medicine 


Dr.  Jakribettuu: 


A  65-year-old  woman  was  referred  to  the  Gl  clinic  for  evaluation  of  diarrhea  for  6  months.  She  had 
3-4  loose  stools  per  day.  but  noticed  no  blood  or  mucus.  She  had  lost  approximately  50  pounds  of 
weight  in  the  last  year. 

Two  months  before  her  clinic  visit  she  was  found  to  be  anemic  and  began  oral  iron  supplementation 
on  the  advice  of  her  physician.  A  computed  tomogram  (CT)  of  the  abdomen  at  the  time  showed  air 
in  the  intrahepatic  biliaiy  tree.  She  denied  fever,  chills,  vomiting,  abdominal  pain,  early  satiety, 


Figure  1.  CT  of  the  abdomen  showing  air  in  the  intrahepatic  bile  ducts  (arrow). 
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anorexia,  or  jaundice.  Slie  was  mildly  nauseated.  She  had  undergone  hip  replacement  for  arthritis, 
but  liad  never  had  abdominal  surgeiy  or  any  endoscopic  procedures.  She  was  a  smoker  but  did  not 
drink  alcohol.  There  was  no  family  history  of  colorectal  cancer  or  inflammatory  bowel  disease. 

Physical  examination  revealed  a  healthy,  mildly  obese  woman  with  no  jaundice.  AI)dominal  and 
systemic  examinations  were  unremarkable.  Stool  was  negative  for  occult  blood.  White  cell  count 
was  4.6xl0".  hemoglobin  was  12.1  g/dL  with  mean  corpuscular  volume  of  91.4  fL  and  platelet 
count  of  356xl0".  Serum  electrolyte  and  liver  enzyme  concentrations  were  normal.  Abdominal  CT 
films  showed  pneumobilia  {Figure  1). 

Dr.  Bruggen:  This  older  woman  had  a  recent  change  in  bowel  habit,  anemia  and  significant  weight  loss.  Her 

erythrocyte  indices  suggest  anemia  of  chronic  disease  and  her  stool  was  negative  for  occult  blood, 
but  an  intestinal  malignancy  such  as  colon  cancer  should  still  be  considered  in  the  differential 
diagnosis.  Colon  cancers  do  bleed  intermittently,  and  her  recent  intake  of  iron  might  have  changed 
the  erythrocyte  indices. 

Other  possible  causes  for  her  symptoms  include  malabsorption  syndrome  (celiac  disease,  chronic 
pancreatitis  or  pancreatic  cancer),  inflammatory  bowel  disease — particularly  Crohn's  disease,  or  an 
endocrinopathy  (hyperthyroidism,  gastrinoma,  VIPoma,  etc.).  However,  the  finding  of  pneumobilia 
on  the  CT  scan  considerably  narrows  the  diagnostic  possibilities.  Incidentally,  pneumobilia  is 
occasionally  seen  on  plain  radiographs  of  the  abdomen  (producing  the  "saber"  sign,  named  for  the 
shape  produced  by  the  air  in  the  common  bile  and  left  hepatic  ducts,  or  a  Y-shaped  translucent 
shadow  in  the  right  upper  quadrant). 

Pneumobilia  usually  indicates  serious  pathology  unless  it  is  seen  after  a  procedure  such  as  endo- 
scopic retrograde  cholangiopancreatography  (ERCP),  percutaneous  transhepatic  cholangiography 
(PTC)  or  surgery.  Our  patient  had  had  none  of  those.  Other  causes  of  pneumobilia  are  listed  in 
Table  1 .  At  this  stage  we  can  rule  out  an  incompetent  sphincter  of  Oddi  with  retrograde  filling  of 
bile  duct  with  air,  because  that  is  usually  asymptomatic,  with  air  discovered  on  abdominal  radio- 
graphs made  for  other  reasons.  The  lack  of  fever,  chills,  jaundice  and  the  absence  of  findings  on 
clinical  exam  virtually  exclude  rare  but  life-threatening  diseases  such  as  hepatic  abscess,  cholangitis 
or  emphysematous  cholecystitis. 


The  duration  of  symptoms  suggests  a 
chronic  disease  process,  and  biliary-en- 
teric fistulae  should  be  considered  because 
they  account  for  more  than  90%  of  causes 
of  pneumobilia.  ^  Cholecystoduodenal  fis- 
tulae make  up  70%  of  all  bilioenteric  fistu- 
lae, and  the  rest  are  cholecystocolic, 
cholecy  stogastric  and  choledochoduodenal 
fistulae.  Most  occur  in  women-  with  a 
long  history  of  biliary  disease-'.  The  fistu- 
lae may  lead  to  further  complications  such 
as  gallstone  ileus,  gastrointestinal  bleed- 
ing or  cholangitis. 

I  am  still  concerned  that  our  patient  pre- 
sented with  diarrhea,  weight  loss  and  ane- 
mia. This  makes  me  suspect  a 
cholecystocolic  fistula  secondary  to  a  ma- 
lignant neoplasm.  These  fistulae  are  noto- 
riously associated  with  significant  weight 
loss,  diarrhea,  and  dehydration,  because 


Table  1.  Causes  of  Pneumobilia 

Biliary  enteric  fistulae 
Cholecystoduodenal 
Cholecystocolic 
Cholecystogastric 
Choledochogastric 

Inconnpetence  of  sphincter  of  Oddi 

Bronchopleurobiliary  fistulae 
Thoracoabdominal  trauma 
Inflammatory  lesions  of  the  right  lung 

Emphysematous  cholecystitis 
Liver  abscess 
Small  bowel  obstruction 
Intestinal  pseudoobstruction 
Gas  containing  gallstones 
Congential  abnormalities 
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CLINICAL 
IMPRESSION: 

Dr.  Jakribettuu: 


Dr.  Bruggen: 
Dr.  Jakribettuu: 


Figure  2.  ERCP  showing  cholecystoduodenal  fistula  (arrow) 
Contrast  injected  into  the  bile  ducts  appears  in  the  colon. 


bile  salts  bypass  the 
terminal  ileum,  where  they 
are  usually  absorbed,  and 
produce  a  direct  cathartic 
effect  in  the  colon.  The 
result  is  diarrhea  and 
steatorrhea  from  fat  malab- 
sorption. Less  likely  are  an 
ampullary  carcinoma  leading 
to  an  incompetent  sphincter 
of  Oddi  or  an  antral  ulcer  or 
carcinoma  eroding  into  the 
biliary  tree. 

We  need  to  remember  that  a 
significant  number  of 
biliary-enteric  tlstulae  due  to 
chronic  cholecystitis  show  a 
deceptive  lack  of  systemic 
symptoms^  until  the  fistula 
itself  produces  secondary 
complications.  I  hope  for  the 
sake  of  our  patient  that  this 
is  what  she  turns  out  to  have. 


I  believe  the  patient  had  a  cholecystocolic  fistula  secondary  to  colonic  neoplasm  or  chronic 
cholecystitis.  I  would  suggest  colonoscopy,  followed  by  upper  GI  endoscopy  if  necessary. 

The  patient  underwent  colonoscopy  including  intubation  of  terminal  ileum.  The  study  was  normal. 
Esophagogastric  duodenoscopy  showed  only  a  simple  duodenal  diverticulum. 

Then  we  should  attempt  an  ERCP.  I  hope  the  duodenal  diverticulum  will  not  make  it  difficult. 

ERCP  was  successful  and  revealed  a  contracted  gallbladder  with  a  fistula  between  the  gallbladder 
and  the  hepatic  flexure  of  the  colon  {FIG  2).  The  patient  underwent  surgical  repair.  At  operation, 
the  gallbladder  was  shrunken,  fibrotic  and  densely  attached  to  the  hepatic  bed.  Cholecystectomy 
and  fistulectomy  were  siiccessfid  and  colonic  fistula  tract  was  oversewn.  The  patient  had  an 
uneventful  postoperative  course  and  is  currently  doing  well.  Her  diarrhea  has  resolved,  and  she  has 
gained  weight  6  months  afier  surgery. 


FINAL 

PATHOLOGIC 

DIAGNOSIS: 


Chronic  cholecystitis  with  cholecystocolic  fistula. 
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Carolina  Physician's  Bookshelf 


Edward  C.  Halperin,  MD,  Book  Review  Editor 


The  Dress  Lodger 

by  Sheri  Holman 

(New  York,  NY:  Atlantic  Monthly  Press,  2000. 291  pp. 

$24  hardcover.) 

Reviewed  by  Florence  Nash 
Managing  Editor 

A  friend  recommended  this  novel  because  of  my  interest  in 
medical  history.  I  thought  I  had  heard  her  wrong:  "Dress 
Lodger?"  This  is  a  book  about  medical  history? 

In  early  19th-century  England,  it  turns  out.  a  dress  lodger 
was  a  prostitute  living  in  a  common  lodging  house,  one  step 
from  homelessness.  The  landlord  would  lend  her  an  expen- 
sive gown  in  which  to  ply  her  street  trade.  The  dress  attracted 
higher-class  customers  and  better  fees;  the  landlord  got  most 
of  the  take;  the  girl  got  her  lodging  and  the  rare  pleasure  of  a 
pretty  dress. 

The  story  of  this  particular  young  dress  lodger,  Gustine, 
is  set  in  the  port  town  of  Sunderland  in  1 83 1 ,  when  the  cholera 
sweeping  across  Europe  first  reached  England.  Gustine  is  a 
distinct,  original,  and  believable  protagonist  whose  consider- 
able adventures  make  in  themselves  a  good,  well-written 
story.  But  the  book's  real  gold — what  sinks  in  and  stays — is 
its  brilliant,  horrifying  images  of  daily  life  in  the  shadow  and 
stink  of  back-street  Industrial  England,  and  its  tale  of  the 
struggling  advances  of  medical  science. 

Cholera  advances  inexorably  as  a  tide,  and  who  knows 
how.  Borne  by  rats?  water?  lice?  miasma?  Crowds  flock  to 
melodramas  about  cholera  morbus:  broadsides  offer  con- 
fused advice  on  avoiding  contamination.  At  the  same  time, 
English  newspapers  are  full  of  the  Burke  and  Hare  scandals 
in  Scotland,  the  disclosure  that  beggars  and  derelicts  are 
being  murdered  to  furnish  medical  schools  with  always- 
scarce  cadavers.  (Rumors  at  that  time  that  cholera  was  spread 
among  the  poor  to  furnish  bodies  for  medical  schools  have 
modem  resonances:  AIDS  has  spawned  its  own  paranoid 
theorists  who  see  a  mysterious  scourge  as  a  conspiracy  of  the 
powerful  to  rid  society  of  undesirables.) 

Surgeon  Henry  Chiver,  fleeing  the  anatomy  scandals  in 
Edinburgh,  is  looking  for  bodies  to  continue  his  teaching  and 


research  in  Sunderland;  his  consuming  interest  is  the  heart. 
Gustine,  as  it  happens,  has  a  baby  with  ectopia  cordis.  Her 
fellow  lodgers  are  beginning,  suddenly  and  gruesomely,  to 

sicken  and  die.  Henry's  and  Gustine's  paths  cross Because 

this  is  a  story  of  spreading  disease,  the  vivid  descriptions  of 
vermin,  the  lodgers'  filthy  straw  pallets,  children  playing  in 
the  open  drains,  tick  in  the  reader's  expectations  like  a  bomb. 

The  author,  a  terrific  writer,  casts  a  modern  and  lively 
eye  on  historic  settings  (her  first  novel,  A  Stolen  Tongue,  is  set 
in  the  15th  century)  and  creates  a  world  that  we  can  smell  and 
feel  and  move  around  in,  suffused  with  sharp  social  observa- 
tions. She  writes  like  the  dickens,  in  fact — and,  like  Dickens, 
she  can  pair  social  tragedy  with  human  comedy  so  that  the 
reader  winces  and  smiles  at  the  same  time,  both  entertained 
and  educated. 

Ms.  Holman,  who  lives  in  New  York,  conducted  much  of 
her  exhaustive  research  for  this  book  in  the  collections  of  the 
New  York  Academy  of  Medicine,  the  University  of  Newcastle, 
and  the  Hunterian  Museum  in  London.  She  spent  consider- 
able time  in  the  city  of  Sunderland,  delving  into  contempo- 
rary correspondences,  news  accounts,  and  civic  records,  and 
exploring  its  old  streets  and  alleyways.  And  she  even  came  to 
Duke  Medical  Center  to  observe  an  autopsy. 

For  this  review,  I  asked  Duke  infectious  diseases  special- 
ist Daniel  Sexton,  MD,  to  comment  on  the  accuracy  of  a  few 
excerpts.  He  replied  that,  while  some  of  the  statements  were 
confusing  out  of  context,  he  found  some  of  them  "brilliant." 
Holman's  description  of  cholera  "passed  hand  to  hand  like  a 
pestilential  Olympic  torch,"  he  wrote,  "would  have  met  the 
approval  of  Semmelweiss  and  maybe  even  Lister. "  The  book 
is  good  history  and  a  good  read.  I  recommend  it  heartily.  O 
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Readers  are  invited  to  submit  for  review 
books  of  potential  interest  to  Journal  audi- 
ences, including  works  on  any  aspect  of 
medicine,  or  by  North  Carolina  physicians. 
Send  them  to  Dr.  Halperin  at  Box  3085, 
DUMC,  Durham  NC  27710. 
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Carolina  Physician's  Roundtable 


Edward  C.  Halperin,  MD,  Section  Editor 


The  Role  of  Episiotomy  in  Modern  Obstetrics 


What's  the  role  of  episiotomy  in  modem  obstetrical  practice?  It  has  been  argued  that  that  the  main  benefits  of 
episiotomy  are  the  prevention  of  third  degree  tears  at  the  time  of  childbirth,  the  prevention  of  long-term  damage  to 
the  pelvic  floor,  and  the  protection  of  the  baby  from  the  adverse  consequences  of  an  extended  second  stage  of  labor. 
On  the  other  hand,  some  experts  argue  that,  compared  with  a  natural  tear,  episiotomy  results  in  more  bleeding,  more 
pain,  more  permanent  vaginal  deformity,  and  more  difficulties  with  sexual  intercourse.'  The  World  Health 
Organization  has  gone  on  record  as  recommending  that  "the  systematic  use  of  episiotomy  is  not  justified.  The 
protection  of  the  perineum  through  alternative  methods  should  be  evaluated  and  adopted.  "^ 

The  North  Carolina  Medical  Journal  invited  two  practicing  ob.stetricians/gynecologists  to  comment  on  this  issue: 
John  M.  Thorp,  Jr.,  MD,  from  UNC-Chapel  Hill,  and  Robert  K.  Yowell,  MD,  of  Durham  Obstetrics  and 
Gynecology.  Readers  of  the  Journal  are  invited  to  participate  in  the  conversation  via  Letters  to  the  Editor,  either  by 
mail  to  Box  3910,  DUMC,  Durham  27710  or  by  email  to  nash0004@mc.duke.edu.  — ECH 


Dr.  Thorp: 

Episiotomy  is  a  twentieth  century,  American  phenom- 
enon. Leading  obstetricians  advocated  its  routine  use  in  the 
early  1920s  and.  unencumbered  by  any  supporting  evidence, 
it  became  a  prominent  part  of  childbirth.  Advocates  claimed 
its  use  would:  (1)  diminish  severe  injury  to  the  rectum  at 
childbirth  and  (2)  protect  against  pelvic  floor  dysfunction  at 
midlife.  These  theories  were  never  tested  and  the  literature 
quickly  turned  to  arguments  on  the  preferable  incision  type. 

In  the  1980"s,  prospective  controlled  studies  were  done 
to  support  or  refute  the  hypothesis  that  routine  episiotomy 
would  diminish  severe  perineal  injury.  Paradoxically,  the 
studies  demonstrated  that  midline  episiotomy  increased  the 
risk  of  rectal  injury  20-  to  30-  fold,  and  that  mediolateral 
episiotomy  offered  no  protective  effect.  When  these  data  are 
analyzed  using  multivariate  techniques,  midline  episiotomy 
is  the  predominant  factor  contributing  more  to  the  risk  of 
rectal  injury  than  birthweight  or  use  of  instruments.  An 
accoucher  in  a  nuliparous  woman  can  reduce  her  risk  of  rectal 
injury  from  150/1000  to  5/1000  by  not  cutting  her  perineum. 

What  about  the  argument  that  episiotomy  protects  against 


future  pelvic  floor  dysfunction?  This  is  a  difficult  question  to 
refute  or  support  because  the  event  in  question  proceeds  the 
outcome  by  years  (exceeding  the  deadlines  for  tenure  deci- 
sions and  the  duration  of  federal  grant  support).  Moreover, 
there  are  multiple  confounding  variables  to  control,  e.g., 
family  size,  exercise,  nutrition,  timing  of  menopause,  not  to 
mention  our  collective  ignorance  about  how  to  assess  pelvic 
floor  function  and  the  lack  of  a  paradigm  to  explain  how  the 
pelvic  floor  works.  The  burden  of  proving  the  prophylaxis 
argument  remains  at  the  feet  of  those  who  have  postulated 
such.  Until  evidence  in  support  is  forthcoming,  it  cannot  be 
taken  seriously  nor  used  to  justify  a  procedure  that  increases 
rectal  injury  risk. 

Given  the  above,  we  have  called  for  limited  use  of 
episiotomy.  We  would  limit  its  use  to  those  obstetrical 
situations  where  mother  or  baby  would  benefit  from  shorten- 
ing the  second  stage  of  labor.  Such  situations  would  include 
fetal  distress  or  maternal  medical  problems. 

The  information  above  raises  questions  for  clinicians 
and  patients.  Why  is  episiotomy  still  a  routine  in  many 
hospitals  and  birth  centers?  Does  a  mother-to-be  have  any 
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say-so  in  decision  making  regarding  episiotomy  use?  Given 
that  absolute  allegiance  to  individual  autonomy  is  cultural 
totem,  bowed  to  by  all  in  our  society,  and  that  neither 
scientific  data  nor  the  lack  thereof  has  altered  clinical  prac- 
tice, I  have  long  pondered  these  queries.  In  response  I  have 
suggested  that  episiotomy  be  treated  as  other  surgical  proce- 
dures and  specific  informed  consent  be  obtained  prior  to  its 
routine  use.  One  wonders  how  many  women  informed  of  the 
above  would  give  their  consent?  Likewise,  one  must  specu- 
late that  a  clinician  who  does  not  obtain  consent  prior  to 
routine  episiotomy  opens  him/herself  to  claims  of  autonomy 
violation  should  complications  ensure.  While  North  Carolina 
informed  consent  law  is  relatively  weak  (would  any  reason- 
able person  give  their  consent  for  the  treatment  in  question?), 
plaintiffs  attorneys  in  other  jurisdictions  find  this  argument 
attractive,  as  do  juries. 

Dr.  Yowell: 

I  think  an  episiotomy  should  be  done  when  necessary.  It 
can  reduce  the  chance  of  permanent  injury  to  the  pelvic  floor. 
Furthermore,  an  episiotomy  when  done  appropriately,  can 
reduce  the  risk  of  lacerations  of  periurethral  tissue,  perineal 
body,  and  vagina. 

An  episiotomy  can  facilitate  the  delivery  of  the  baby  in 
certain  clinical  situations  such  as  macrosomia  -  shoulder 
dystosia,  malposition,  occiput  transverse/occiput  posterior 
breech,  vaginal  birth  after  a  prior  cesarean  section,  and  fetal 
distress  calling  for  a  vacuum  extraction  or  forceps  delivery. 

Finally,  an  episiotomy  incision  is  much  easier  to  repair 
than  a  tear. 

I  think  it  is  important,  on  the  other  hand,  to  remember 
certain  caveats  when  employing  episiotomy.  It  is  important 
to  discuss  the  use  of  episiotomy  with  the  patient.  If  there  is  a 
strong  wish  on  the  part  of  the  patient  to  avoid  an  episiotomy 
unless  "absolutely  necessary,"  this  should  be  properly  docu- 
mented and  every  effort  made  to  comply.  In  addition,  it  is 
essential  that  the  episiotomy  repair  should  be  carefully  per- 
formed with  the  appropriate  suture  material.  Reconstruction 
of  the  perineal  body  and  precise  attention  to  third  and  fourth 
degree  extensions  if  they  occur  is  vital.  I  never  perform  a 
mesiolateral  or  "hockey  stick"  episiotomy. 
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volunteers  in  both  inpatient  and  outpatient 
settings  sponsored  primarily  by  pharmaceutical 
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Principal  Investigator  for  all  studies  conducted  at 
or  in  coordination  with  the  RTP  Clinic. 
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OUTSTANDING 

Medical  Office  Space 


AVAILABLE   FROM 


CB  O  Richard  Ellis 


For  Sale  or  Lease 


APEX  MEDICAL  PARK 

Highway  55 

Apex,  North  Carolina 


I  All  brick  and  composite  siding  construction 

I  Individual  unit  signage  and  ample  parking 

I  Suite  sizes  from  1 ,600  to  1  2,648  square  feet 

I  Pfiase  One  available  Fall  2000 

i  $95.00  per  square  feet,  shell 

I  Special  financing  packages  -  take  advantage  of  the  low  interest  rates! 

I  Tap  into  an  explosive  market  and  own  your  office  space 


Apex 's  first 

medical  community 


For  Lease 


CARY  MEDICAL  &  SURGICAL  CENTER  II 

105  S.W.  Gary  Parkway 

■  New,  Class  A  medical  office 

■  5,01  2  available  on  the  first  floor 

■  $23. 1  8  p. s.f.,  full  service 

■  Generous  tenant  improvement  allowance 

■  Easy  access  to  Western  Wake  Medical  Center 
and  Rex  Healthcare  Facilities 

■  Excellent  exposure  at  corner  of  Gary  Parkway  &  Kildaire  Farm  Road 


The  place  to  be  in  Cary 


For  more  information  on  these 
opportunities,  contact 
SAM  Dl FRANCO,  CCIM  AT 
919-831-8190  or 
sdifranco@cbrichardellis.com 


120 


NCMJ  Marcli/April  2000.  Volume  61  Number  2 


Classified  Ads 


DURHAM,  NC:  Four  well-established  and  busy  Internists 
seek  a  BC/BE  Internist.  Position  available  in  July  2000. 
Attractive  benefits.  Salary  negotiable.  Send  CV  to  Laura 
H.  Berglund,  MD,  43 15  Ben  Franklin  Boulevard,  Durham, 
NC  27704. 

EXPERIENCED  family  physician  seeks  locum  tenens  clini- 
cal work,  either  long-  or  short-term.  $60/hour.  Call  Dr. 
Hamilton,  919/620-9462. 

FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  neces- 
sary. Competitive  salary  and  benefit  package.  Part-time 
positions  available  with  accommodations  provided.  Call 
Dr.  Kimberly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel 
at  757/670-8894. 

MANAGED  CARE  SUPPORT  SERVICES:  Physician 
Network  Management  specializes  in  providing  managed 
care  support  to  physician  offices  every  day,  all  over  North 
Carolina.  We  negotiate  contracts,  assemble  the  fees,  pro- 
cess referrals,  obtain  authorization,  keep  the  physician 
credentialed,  and  keep  up  with  all  the  managed  care  plans, 
claim  administrators  and  carriers.  For  more  information, 
call  828/261-0083  or  email  to  pnm@twave.net. 

PART-TIME  PHYSICAN  NEEDED  for  northeast  Greens- 
boro bariatric  clinic.  Great  pay,  no  nights  or  weekends,  low 
stress.  Very  friendly  staff  Only  4-6  hours  per  week.  Call 
336/375-4866,  or  send  CV  to  2704  North  Church  Street, 
Greensboro.  NC  27405. 

PHYSICIAN  NEEDED  FOR  LONG-TERM  care  loca- 
tion. Chapel  Hill,  NC.  Retired  or  semi-retired  physicians 
are  welcome.  Resume  and  two  letters  of  reference  are 
required.  Fax  resumes  to  336/632-1238  or  call  336/632- 
1213. 

PHYSICIANS  NEEDED  for  locum  tenens  assignments  in 
North  Carolina.  Immediate  placements  for  Family-Gen- 
eral physicians.  Our  physicians  treat  over  1.000  patients 
every  day.  FAX  your  cover  letter  and  CV  to  Physician 
Solutions,  919/845-1947. 


PRACTICE  MANAGEMENT  SOFTWARE  that  is  Y2K 
compliant.  Easy-to-use  Windows  application,  familiar 
HCFA  look,  top-rate  help  desk  support,  and  over  3,000 
satisfied  medical  users.  We  install  3  to  4  systems  every 
month  with  on-site  training.  We  will  be  happy  to  answer  any 
questions  or  demo  the  system  in  your  office.  Call  Physician 
Solutions  at  919/845-0054  for  more  information. 

SCOTT  MEDICAL  GROUP,  LLC  is  looking  for  strong 
candidates  in  Family  Practice,  Internal  Medicine,  and 
Pediatrics  who  want  to  take  a  leadership  role  providing 
excellent  medical  care  in  a  clinic  setting.  Excellent  ben- 
efits: salary  with  incentives.  Opportunities  exist  in  CHAR- 
LOTTE, RALEIGH/DURHAM,  SAN  FRANCISCO.  AND 
ATLANTA.  Please  send  CV  to  Jackie  O'Connor  Pollard, 
Director  of  Recruiting  at  Scott  Medical  Group,  LLC,  3000 
Croasdaile  Drive,  Durham.  NC  27705.  Telephone  800/ 
678-2811;  fax  919/383-0874.  No  J- 1  visas. 


CME  Calendar 


March  6-10 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 

Anatomy 

Place:       Virginia  Commonwealth  University  School  of  Medicine. 

Richmond,  VA 
Credit:      43  hours.  Acaedmy  of  General  Dentistry 
Fees:         $450  physicians/dentists;  S300  residents 
Info:         Dr.  Hugo  R.  Seibel  VCU  Dept.  of  Anatomy  Tel  804/828- 

9791. 

March  14-19 

Duke  Urologic  Assembly 

Place:       Caesar  Park  Beach  &  Golf  Resort.  Cancun.  Mexico 

Credit:      16.0  hours.  Category  1.  AM  A 

Info:         Duke  Office  of  CME;  Department  of  Urlogic  Surgerv' 

Information  Email:  mace0001@mc.duke.edu 

Registration:  919/684-2033 
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March  24-26 

2nd  Annual  Clinical  Relevance  of  Medicinal  Herbs  and 
Nutritional  Supplements  in  the  Management  of  Major 
Medical  Problems 

Place:       Friday  Center,  UNC-Chapel  Hill 

Credit:      Up  to  1 7  hours,  Category  1 ,  AMA;  20. 1  hours,  ANCC; 

16  hours,  pharmaceutical  education 
Fees:        $385  doctoral  level;  $275  professional  level 
Info:         Office  of  CME,  UNC-Chapel  Hill;  919/962-21 18 


March  29-April  2 

International  Conference  on  Physician  Health 

Place:       Seabrook  Island,  South  Carolina 

Credit:  Up  to  23  hours.  Category  1 ,  AMA;  family  physician  CME 
credit  also  available 

Fees:  AMA/CMA  members  $195  pre-reg.,  $250  on  site;  non- 
member  physicians  $500;  residents  $120/$200;  students 
$75/$  150 

Info:  Cosponsored  by  AMA  and  the  Canadian  Medical  Asso 
ciation.  For  abstract  forms,  registration  and  fee  informa 
tion:  AMA  Physician  Health  Program,  515  N.  State  St.. 
Chicago  IL  606 1 0;  3 1 2/464-5066  or  800/62 1  -8335 ;  email: 
eiaine_tejcek@ama-assn.org. 

March  31  -  April  1 

Neurology  Update  for  the  Primary  Care  Provider 

Place:       Hawthorne  Inn  and  Conference  Center,  Winston-Salem 
Credit: 
Fees: 

Info:  Wake  Forest  University  Office  of  Continuing  Education, 
336/716-4450. 

April  18 

Medical  Grand  Rounds:  "A  Good  Death:  Fact  or  Fiction?" 

Place:       WakeMed  Physician  Conference  Dining  Center 
Time:        12:30-1:30 
Credit:      I  hour.  Category  1 ,  AMA 
Fees:        None 

Info:         Dr.  Donald  Lucey,  Wake  Urological  Consultants 
919/781-7113 

June  12-16 

Ninth  Annual  Advanced  Cardiovascular  Interventions  Sympo- 
sium 

Place:       The  Westin  Resort,  Hilton  Head  Island,  SC 
Credit:      Up  to  2 1  hours.  Category  1 ,  AMA 
Fees:        Physicians  $850;  nonphysicians  $500 
Info:         Meetings  and  Events,  toll-free  877/716-2762;  website: 
www.cvintervene.org 


Right  now  millions  of  people  in 

42  countries  are  changing  their 

lives  with  help  from  CARE. 


July  13-14 

Bridging  Research  and  Care:  World  Alzheimer  Congress  2000 

Place:       Washington  Hilton  and  Towers,  Washington,  DC 
Credit:      Up  to  11 .75  hours.  Category  1 ,  AMA  (pending) 
Fees:        $200 

Info:         312/335-5813;  email:  alzheimer2000@alz.org;  website: 
www.alzheimer2000.org 
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New  Members 

of  the  North  Carolina  Medical  Society 


Jeffrey  Siemens  Acree  (FP), 
McDowell  Community  Health,  600 
Medical  Court,  Ste.  B,  Marion 
28752 

James  Gilroy  Adams,  1236  Huffman 
Mill  Rd.,  Ste. 2000,  Burlington 
27216 

Gwen  Maria  Allen,  2295  E.  14th  St., 
Ste.  200,  Winston-Salem  27105 

Arthur  Eric  Anderson,  (IM),  ECU, 
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Anthony  Rodman  Barber,  (IM),  Pied- 
mont Endocrinology,  PA,  415  N. 
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C.  Ann  R.  Brewer,  (N),  Piedmont  Neu- 
rology, 325  Yadkin  St.,  Albemarle 
28001 

Michael  Jay  Brody,  (Resident),  2505 
Brick  Hearth  Road,  Hillsborough 
27278 

Robert  Andrew  Brownstein,  (EM), 
2500  Blue  Ridge  Rd.,  Ste.  417,  Ra- 
leigh 27607 

Jonathan  Hill  Burdette,  (R),  Wake 
Forest  Univ.  Sch.  of  Med.,  Medical 
Center  Blvd.,  Winston-Salem  27 1 57 

Mary  Janette  Bu.sby,  (IM),  104  Mari- 
gold Court,  Chapel  Hill  27516 

Ronald  Dean  Butler.  (ON),  Piedmont 
Oncology  Specialists,  101  W.  Har- 
ris Blvd.,  Ste.  5203,  Charlotte  28262 


Meenakshi  N.  Chandrasekaran,  (PD), 
270  Smith  Church  Road,  Roanoke 
Rapids  27870 

Sebastian  John  Ciacchella,  (OM),  Moses 
Cone  Occupational  Health,  1309  N. 
Elm  St.,  Greensboro  27401 

Barry  Edward  Coalson,  Shelby  Medi- 
cal Associates,  808  Schenck  St., 
Shelby  28150 

Michelle  Angela  Confer,  (OBG). 
Women's  Center  of  Lexington,  7 
Medical  Park  Dr.,  Lexington  27292 

Sheronette  Ann  Cousins,  (OBG),  301 
E.  Wendover  A  ve . .  Ste .  400,  Greens- 
boro 27410 

Nestor  Cruz,  Jr. ,  (GS ).  Cornerstone  Sur- 
gery. 61 1  Lindsay  St.,  Ste.  100,  High 
Point  27262 

Rosa  E.  Cuenca,  (GS),  ECU  Physicians, 
ECU  School  of  Medicine,  Greenville 
27858 

Laura  Brown  Curry,  (FP),  CMC-North 
Park,  251  Eastway  Dr.,  Charlotte 
28213 

James  Dasher,  (GS),  Cornerstone  Sur- 
gery, 61 1  Lindsay  St.,  Ste.  100,  High 
Point  27262 

Floyd  Davis,  (GS),  P.  O.  Box  1705, 
Banner  Elk  28677 

Michael  Neil  Drucker,  847  Buttonwood 
Dr..  Winston-Salem  27104 

Kiara  Simone  Eily,  (EM),  Durham 
Emergency  Physicians,  34 14  N.  Duke 
St.,  Durham  27704 

Gary  Hamilton  Emerson,  (OBG), 
Pamlico  Ob-Gyn,  615  E.  12th  St., 
Washington  27889 

Pamela  Sue  Evans,  (N),  Highland  Neu- 
rology Center,  3645  Cape  Center  Dr., 
Fayetteville  28304 

Timothy  Michael  Farrell,  (GS),  U  Dept. 
Surgery,  CB  72 1 0,  Chapel  Hill  27599 

Gerard  E.  Farris,  (EM),  15930  Desota 
Lane,  Huntersville  28078 

Denise  Rita  Finck-Rothman,  (FP),  4505 


Nora's  Path  Road,  Charlotte  28226 
Walter  Eugene  Furr,  Jr.,  (GS),  425 

Stillmont  Dr.,  P.  O.  Box  677,  Cashiers 

28717 
James  Douglas  Gardner,  (PD),  Forsyth 

Pediatric  Assocs.,  1 86  Kimel  Park  Dr., 

Winston-Salem  27103 
Dana  Leann  Garrett.  (Resident).  1125 

Carthage  St.,  Sanford  27330 
Gregory  Robert  Gibbons,  (Resident),  1 07 

Creek  Park  Dr.,  Gary  27513 
Kimberiy  Sue  Glass,  (PD),  1 04  Horizon 

Ct.,  Morganton  28655 
Antonya  Werner  Godbold,  (PD).  Oberlin 

Road  Pediatrics.  1321  Obedin  Rd., 

Raleigh  27608 
Douglas  Lee  Gollehon,  (ORS),  Gary  Or- 
thopaedic &  Sports,   101  SW  Gary 

Parkway,  Gary  2751 1 
Rajesh  Gupta,  (IM),  Uwharrie  Medical 

Center,  308  White  Oak  St.,  Asheboro 

27203 
David   Elliston   Guyer,   (C),   Duke 

Healthcare   of  Sanford,    1301-B 

Carthage  St.,  Sanford  27330 
Myra  Athena  Guzman,   (EM),   309 

Whitebridge  Road,  Hampstead  28443 
Robert  Edwin  Gwyther,  (FP),  1817  S. 

Lakeshore  Dr.,  Chapel  Hill  27514 
Michele  Ann  Haber,  (IM),   1104  N. 

Holden  Road,  Greensboro  27410 
Robert  Noel  Harrington,  (Student),  224- 

D  Melrose  St.,  Winston-Salem  27103 
James  Woodrow  Harris,  Jr.,  (OPH), 

Graystone  Ophthalmology  Assocs,  P. 

O.  Box  2588,  Hickory  28603 
Lee  Bruce  Heery.  (PD),  1283  Audubon 

Dr.,  Gastonia  28054 
Aimee   Charis   Heis,    (EM),    3815 

Hillgrand  Dr.,  Durham  27705 
Donald  Scott  Hill,  (EM ),  Randolph  Hos- 
pital, 364  White  Oak  St.,  Asheboro 

27204 
Grace  W.  Ho,  (FP),  Clinton  Medical 

CUnic,  403  Fairview  St.,  CUnton  28328 
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Jon  Louis  Hobbs,  (EM).  2912  Walden 

Road,  Fayetteville  28303 
George  Edgar  Hord,  (R),  39  Lakeside 

Dr.,  Lake  Toxaway  28747 
Ugur  Isik,  (Resident),  300  Copperline 

Dr.,  Apt.  F,  Chapel  Hill  27316 
Sera  Leigh  Jacob,  (OTO),  321   W. 

Wendover  Avenue,  Greensboro 

27408 
Barry  Javadzadeh.  (Resident),  905 

Allen  Road,  #D7,  Greenville  27834 
Julie  A.Johannes,  (Phys.  Asst.),  125 

Ironwood  Place,  Clayton  27520 
Michele  Emily  Johnson,  (P),  Hope 

Counselling  Center,  136  Homestead 

Farm  Circle,  Hendersonville  28792 
Larry  Mitchell  Jones,  (IM),  7328  Can- 
yon Dr.,  Charlotte  28262 
David  John  Andrew  Joosten,(PD),  1 104 

Laurel  Oak  Lane,  Lumberton  28358 
Mark  Allan  Karpinski,  (PD).  2112 

Royal  Dr.,  Winterville  28590 
Jeffrey  Scott  Kessel  Fairbrook.  Medi- 
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Theodore  Matthew  King,  (OBG ),  1212 
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Margaret  Ann  Kiser,   (NEP),    100 
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tute of  Rehab,  P.  O.  Box  32861, 

Charlotte  28232 
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Divakar  R.  Krishnareddy,  5 1 1  Ruin 
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27536 
Cherie  Marie  Kuzmiak,   1 14  Hunter 

Hill  Road,  Chapel  Hill  27516 
Dante  Lando  Landucci,  ECU  Dept.  of 

Med.,BrodyBldg.3E  1 15,  Greenville 
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Lori  Moore  Langdon,  (PD),  1 86  Hun- 
tington Dr.,  Dunn  28334 
Sue  Hollowell  Lee,  (PD),  P.  O.  Box 

416,  Bayboro  28515 
Jeffrey  Alan  Lieberman,  U  School  of 

Medicine,  Dept.  of  Psy.  CB  7160, 

Chapel  Hill  27599 
Amy  Laura  Lupton,  (Phys.  Asst.),  300 

Summer  Haven  Lane,  Aurora  27806 


Anthony  Wayne  Macasieb,  930  W.  Wil- 
son Avenue,  Mooresville  281 17 

Tamer  Hamdy  Mahmoud,  (Resident), 
411  Downing  St.,  Apt.  J,  Durham 
27705 

Nishith  Umkant  Majmundar,  1 1 1 
Greenbriar  Road,  Roanoke  Rapids 
27870 

Sweta  Nishith  Majmundar,  1 1 1 
Greenbriar  Road,  Roanoke  Rapids 
27870 

Christian  Mann,  (GS ),  800  Moye  Blvd., 
Greenville  27834 

Denisse  Marion-Landais,  (Resident), 
7103  Spring  Meadow  Dr.,  Chapel 
Hill  27514 

Richard  H.  May,  (IM).  149  McArthur 
St.,  Asheboro  27203 

Joseph  Gregory  McCabe,  505  N.  35th 
St..  Morehead  City  28557 

Franklin  Riley  McGuire,  (Resident). 
Moses  Cone  Internal  Medicine,  1 200 
N.  Elm  St.,  Greensboro  27401 

John  Michael  McNamara,  40  N.  Irving 
St.,  Arlington  22201 

John  Finley  McPhail,  HI,  Woodside  Pro- 
fessional Bldg.,  603  Beaman  St.,  Ste. 
100,  Clinton  28328 

Joe  Randall  McVeigh,  (AN),  Anesthe- 
siology Associates,  P.  O.  Box  1012, 
Asheboro  27204 

Carlton  David  Miller,  (IM),  Durham 
Medical  Center,  4220  N.  Roxboro 
Road.  Durham  27704 

Douglas  Parker  Miller,  Jr..  411 
Graystone  Place,  Conover  28613 

Joseph  Francis  Minore,  (NEP),  South- 
east Renal  Assocs.,  Pa,  2321  W. 
Morehead  St.,  Ste.  101.  Charlotte 
28208 

Carl  W.  Musser,  (Student),  2015 
Ardmore  Village  Lane,  Winston-Sa- 
lem 27127 

Douglas  Frank  Nederostek,  1304 
Morimac  Lane,  Laurinburg  28351 

Timothy  David  O'Lenic,  (AN),  4100 
Aldershot  Ct.,  Apt.  A,  Charlotte  282 1 1 

Gregory  P.  Park,  (Resident).  9604 
Miranda  Dr.,  Raleigh  27613 

Nilesh  Vithalbhai  Patel,  (IM),  Rowan 
Diagnostic  Clinic,  611  Mocksville 
Ave..  Sahsbury  28144 

Caroline  Anne  Paul,  3619  Fox  Chase 
Road.  New  Bern  28562 


Edward  Henry  Perez,  431  Femcliff 
Drive.  P.  O.  Box  68,  Elk  Park  28622 

Nancy  Dugal  Perrier,  (GS),  Wake  For- 
est Univ.  Sch.  of  Med.,  Medical  Cen- 
ter Blvd.,  Winston-Salem  27157 

Deborah  Lynn  Perry,  (FP),  Lincoln 
Family  Practice,  614  Center  Dr., 
Lincolnton  28092 

Robert  Goodwin  Person,  (FP).  Family 
Medical  Care  of  Rowan,  911  W. 
Henderson  St.,  Ste.  410,  Salisbury 
28144 

John  Dickson  Phipps,  (END),  1381 
Westgate  Center  Dr..  Winston-Sa- 
lem, 27103 

Patricia  Ann  Pitcher,  (PD),  101  Grover 
St.,  Shelby  28150 

Scott  ChristopherPorter,  (Phys.  Asst.), 
Lumberton  Children's  Clinic,  400 
Liberty  Hill  Rd.,  Lumberton  28358 

Kyle  Boyer  Potts,  (GS ).  Onslow  Surgi- 
cal, Pa,  255  Memorial  Dr.,  Jackson- 
ville 28546 

Geoffrey  David  Rackoff,  200  Medical 
Park  Dr.,  Ste.  300,  Concord  28025 

Henry  Thomas  Radziewicz,  (Resident), 
2725  Bexley  Avenue,  Durham  27707 

Colleen  Patricia  Ramsey,  (IM),  Durham 
Medical  Center,  4220  N.  Roxboro 
Road,  Durham  27704 

Robert  John  Riggs,  Jr.,  (GS),  Greens- 
boro Center  OMS,  2708  Henry  St.. 
Greensboro  27405 

Katherine  Greene  Romp.  (IM ).  Durham 
Internal  Medicine.  4205  Ben  Franklin 
Blvd..  Durham  27704 

Milton  Jack  Rosenbaum.  (Fp).  4114 
Waterford  Dr..  Charlotte  28226 

John  Scott  Roth.  ( GS ).  Physicians  East. 
905  Johns  Hopkins  Dr.,  Greenville 
27858 

Abu  Nasser  Salahuddin.  (IM).  410 
Kingsford  Court,  Fayetteville  28314 

Kevin  Christopher  Sanville,  (FP), 
Adams  Farm  Family  Practice,  5815 
High  Point  Road.  Greensboro  27407 

Gary  Robert  Schafer,  (PUD).  415 
Brooks  Lake  Road,  Rutherfordton 
28139 

Robert  James  Schott,  1420  Ellen  St., 
Monroe  28112 

Curtis  Donald  Schultz.  (FP),  5042 
Ridge  Land  Dr.,  Hickory  28602 

Shobana  Senthilnathan,    1301    S. 
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HardingDr,.#l  104.Goldsboro  27534 

Daniel  Peter  Seward,  (IM),  Piedmont 
Healthcare,  619  Sullivan  Road, 
Statesville  28677 

Michael  Patrick  Shea,  (Resident),  Moses 
Cone  Family  Practice,  11 25  N. 
Church  St.,  Greensboro  27401 

Jeffrey  Scott  Shilt,  (ORS),  Wake  Forest 
Univ.  Sch.  of  Med.,  Medical  Center 
Blvd.,  Winston-Salem  27157 

David  John  Shin,  (CD),  Rutherford  In- 
ternal Medicine,  P.  O.  Box  1560, 
Forest  City  28043 

Lawrence  Mark  Sichel,  (IM),  Raleigh 
Internal  Medicine,  909  Spring  Forest 
Road,  Raleigh  27609 

Harrison  Glendon  Sims,  (FP),  352-A  E. 
Parker  Road,  Morganton  28655 

Gina  Rae  Singleton.  (D),  540  Hospital 
Dr.,  Clyde  28721 

Rowena  M.  Sistasis,  (FP),  Ahoskie  Fam- 
ily Physicians,  240  S.  Academy  St., 
Ahoskie  27910 

Martin  Usher  Skulskie,  (IM),  800  Moye 
Blvd.,  Greenville  27834 

Kenneth  Dale  Slack,  Jr.,  (OBG), 
DUMC,  Box  3618,  Durham  27710 

Scott  Charles  Sledge,  (IM).  Hickory 
Acute  Care  Spec,  PA.  415  N.  Center 
St.,Ste.  302,  Hickory  28601 

Robert  Carlson  Snyder,  (PUD),  237 
Longvue  Dr.,  Ste.  D,  Boone  28607 

Ronald  Martin  Spiegel,  (PD),  Cabarrus 
Pediatric  Clinic,  66  Lake  Concord 
Rd.,  Concord  28025 

Brenda  Bennett  Surles,  (PD),  101 
Windsor  Dr.,  Dunn  28334 

Leonard  JohnTananis,  Jr.,  (APM),  2350 
24th  St.  Lane.  NE,  Hickory  28601 

Gerald  Bernard  Taylor,  (OBG), 
Eastover  Ob-Gyn  Associates,  1822 
Brunswick  Ave.,  Charlotte  28207 

Franklin  Truett  Tew.  (C),  222  Old 
FayetteviUe  Rd..  Apt.  H-301, 
Carrboro  27510 

John  A.  Thomas.  (AN).  Forsyth  Hospi- 
tal, Ob-Anes,  3333  Silas  Creek  Park- 
way, Winston-Salem  27103 

Kathleen  Mai'ie  Ting,  ( D ).  Triangle  Der- 
matology Assoc,  PA,  823  Broad  St., 
Durham  27705 

Julius  Kehinde  Tokunboh.  (IM),  7614 
Waterford  Glen  Loop,  #241 1,  Char- 
lotte 28226 


Charles  Torgerson,   flM).    1301-B 

Carthage  St.,  Sanford  27330 
Amy  Hocutt  Tray  lor,  (N),  Cornerstone 

Neurology,  624QuakerLn.,  Ste.  101- 

C,  High  Pomt  27262 
Janet  E.  Tuttle-Newhall.  DUMC,  Box 

2910,  Durham  27710 
JosephJohnUrash.(D).  109Wyndham 

Cove,  Cherryville  28021 
Bryan  David  Uslick,  (GE).  Cape  Fear 

Gastroenterology,  1309  Medical  Dr., 

FayetteviUe  28304 
Stephen  Thomas  F.  Vamer,  (OBG), 

627  Jefferson  St.,  Whiteville  28472 
George  Dale  Veasy,  (ORS),  Sandhills 

Reg.  Orthopaedics,  725  Highway  74 

W.,  Hamlet  28345 
Marvin  Clark  Vice.  800  Chatham  Medi- 
cal Park.  Elkin  28621 
Judy  Chun  Vikesland,  (Resident).  237 

Sweet  Bay  Place,  Carrboro  275 10 
Paul   Brent   Watkins.   (IM),   UNC 

Hospials,  CB  7600,  Room  3005, 

APCF,  Chapel  Hill  27599 
William  Lyle  Watkins,  (IM),  4431 

Boone  Trail,  Millers  Creek  28651 
Jerome  Thomas  Watson,  (PMR),  Caro- 
lina Primary  &  Urgent  Care,   124 

Sunset  Hill  Road,  Statesville  28677 
Clifford  Roberts  Wheeless,  III,  (ORS), 

Triangel  Orthopaedic  Assocs.  PA. 

2609  N.  Duke  St..  Ste.  900.  Durham 

27704 
Marvin  Harold  Williams.  Jr..  (FP), 

Firsthealth  Family  Care  Center,  P. 

O.  Box  789,  West  End  27376 
Joseph  Edward  Wilson,  (OBG),   12 

Medical  Center  Dr.,  Supply  28462 
Thomas  Clinton  Wilson,  (FP),  Center 

For  Family  Medicine,  55  Holly 

Springs  Park  Dr.,  FranUin  28738 
Wayne     Vincent     Wilson,     (FP), 

Bethlehem  Family  Practice,  P.  O. 

Box  61 15,  Hickory  28603 
Marcia  McKee  Wofford.  (PD),  Wake 

Forest  Univ..  Medical  Center  Blvd.. 

Winston-Salem  27157 
Beth  Ann  Wolf.  (IM).  Eagle  Physi- 
cians &  Associates.  PO  Box  14520, 

Greensboro  274 1 5 
Michael  Sheldon  Wong,  (Resident),  4 1 2 

Englewood  Dr..  Chapel  Hill  27514 
Robert   David  Zotti,    11320  Loch 

Lomond  Dr.,  Laurinburg  28352 


Alamance-Caswell 

Robert  Paul  Bauman.  1236  Huffman 
Mill  Rd.,  Ste.  1 30.  Medical  Arts  Bldg., 
Burlington  27215 

Beaufort-Hyde-Martin- Washington- 
Tyrrell 

Michael  Donahue  Massey,  (R  ),  Sea- 
board Radiology,  630  E.  11th  St., 
Washington  27889 

Fredrick  A  Teixeira,  (EM),  Pamlico  In- 
ternal Med.  Assocs.,  1380  Cowell 
Farm  Rd.,  Washington  27889 

Buncombe 

Salli  Elizabeth  Gallaher,  (FP), 
Ravenscroft  Family  Health  Ctr.,  43 
Oakland  Road,  Asheville  28801 

DavidThomasMay,(IM),  191  Biltmore 
Avenue.  Asheville  28801 

Frank  Buddy  McCutcheon.  Jr.,  (PS), 
445  Biltmore  Ave.,  Ste.  303,  Asheville 
28801 

Burke 

Bonita  Wilson,  (A ),  Morganton  Moun- 
tain Allergy,  300  S.  Sterling  St.. 
Morganton  28655 

Cabarrus 

Scott  Christopher  AumuUer.  (AN).  806 
Shetland  Place.  NW,  Concord  28027 

Mark  Kwen  Fromke.  (DR).  Cabarrus 
Radiologists.  Pa.  212  Lephillip  Ct., 
NE,  Ste.  201.  Concord  28025 

Thomas  Rodenbough  Jones,  (R  ),  350 
Lancelot  Circle,  Concord  28025 

Buhilda  McGriff,  Cabarrus  Eye  Center, 
Pa,  201  Lephillip  Ct.,  NE.  Concord 
28025 

William  Stephen  Tankersley.  (ORS). 
Northeast  Orthopedics,  PA,  354 
Copperfield  Blvd.,  Concord  28025 

Catawba 

Jill  Marie  De  Vries,  (FP),  472  Windsor 

Dr.,  Taylorsville  28681 
Mark  Joseph  De  Vries,   (FP),  472 

Windsor  Dr.,  Taylorsville  28681 
Alexei  Radiontchenko.  (FP),  200  2nd 

St.,  SW,  Catawba  28601 

Craven-Pamlico-Jones 

Michael  Lanese  Reardon,  (IM),  Eastern 
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Pollocksville  28573 

Cumberland 

Gautam   Dev,   (PUD),   Fayetteville 

Pulmonology,  1205- A  Cape  Court, 

Fayetteville  28304 
Andrea  Karen  Dickerson,  (OBG),  7632 

Wilkins  Dr.,  Fayetteville  2831 1 
Edward  E.  Dickerson,  IV,  (OTO),  7632 

Wilkins  Dr.,  Fayetteville  2831 1 
Steven    Edward    George,    (OBG), 

Fayetteville  Woman's  Care,  2029 

Valley  Gate  Dr.,  Ste.  1 0 1 ,  Fayetteville 

28304 
David  Andrew  Goodman,  (GS),  1766 

Metromedical  Dr.,  Fayetteville  28304 
TandekaMoneakNix.  (Resident),  1601 

Owen  Dr.,  Fayetteville  28304 

Forsyth-Stokes-Davie 

Lisa  Renee  David,  (PS),  Wake  Forest 
Univ.  Sch.  of  Med.,  Medical  Center 
Blvd.,  Winston-Salem  27157 

Gary  Dameville  Poleynard,  (GE),  2025 
Frontis  Plaza  Blvd.  #200,  Winston- 
Salem  27103 

Charlene  Marie  Robertson,  (IM),  Win- 
ston Internal  Medicine,  730  High- 
land Oaks.  Ste.  204,  Winston-Salem 
27103 

Gaston 

Damien  Antione  Doute,  (ORS),  Caro- 
lina Ortho.  &  Sports  Med.  PA,  620 
Summit  Crossing  PI.  Ste.  108, 
Gastonia  28054 

Babatunde  A.  Ojo,  (IM),  3038  Seth 
Court,  Gastonia  28054 

Robert  Lee  Waterhouse,  Jr.,(U),  Pied- 
mont Urology  Assocs.,  2555  Court 
Dr..  Ste.  450,  Gastonia  28054 

Greater  Greensboro  Soc.  of  Med. 

Ann   Marie   Kulik,   (FP),   Lebauer 

Healthcare,  5500  Adams  Farm  Ln. 

#100,  Greensboro  27407 
Mark  William  Pulsipher,  (C),  Lebauer 

Healthcare,   520  N.  Elam  Ave.. 

Greensboro  27403 

Haywood 

Debera  Lynne  Huderly,  (R),  25  Rocky 
Knob  Road,  Clyde  28721 


Iredell 

Susan  Jane  Dean,  (PS),  156  Centre 
Church  Rd.,  Ste.  205,  Mooresville 
28117 

Ralph  James  McKay,  (AN),  Iredell  An- 
esthesia Assocs.,  PA,  P.  O.  Box  1 509, 
Statesville  28677 

Lee 

Gregory  Michael  Lomas,  (U),  Sanford 
Surgical  Clinic.  PA,  1816  Doctors 
Dr.,  Sanford  27330 

Mecklenburg 

Thor  Erik  Borresen,  (N).  Mecklenburg 
Neurological.  1900  Randolph  Rd.  Ste. 
1010.  Charlotte  28207 

Laurie  Schnackenberg  Bumgarner. 
(FP).  10310  Mallard  Creek  Road, 
Charlotte  28262 

Aristides  Evan  Chaconas,  (N),  1900 
Randolph  Rd.,  Ste.  1010.  Charlotte 
28207 

Christina  Marie  Chaconas.  (DR),  Char- 
lotte Radiology.  3030  Latrobe  Dr.. 
Chariotte  28211 

Charles  Edward  Cook.  (AN).  Southeast 
Anes.  Consultants.  P.  O.  Box  36351, 
Charlotte  28236 

Scott  A.  Don.  (PS).  The  Plastic  Sur- 
gery/Laster  Ctr.  1600  E.  Third  St.. 
Charlotte  28204 

Peter  Paul  Thomas  Hindel,  (DR),  3030 
Latrobe  Dr..  Charlotte  28211 

Thomas  Drake  McDonald,  (N),  1900 
Randolph  Rd.  #1010,  Charlotte  28207 

Robert  Mittl,  Jr.,  (R),  Charlotte  Radiol- 
ogy, 3030  Latrobe  Drive,  Charlotte 
28232 

Edward  R.  Mogabgab,  (EM),  1038 
Lyeriy  Ridge  Rd..  Concord  28027 

Henry  Ashimedua  Okonneh.  (APM), 
Charlotte  Pain  Associates,  300 
Billingsley  Road,  Ste.  102,  Chariotte 
28211 

Richard  David  Redvanly,  (R),  Char- 
lotte Radiology,  PA,  P.  O.  Box  36937, 
Chariotte  28236 

Robert  Arthur  Riehle,  Jr.,  (U),  3600 
Gunston  Court,  Chariotte  28226 

David  John  Salama,  (AN),  2006  Echo 
Forest  Dr.,  #102,  Charlotte  28270 

Audrey  West  Shields.  (IM ),  Healthpeak 


At  Lake  Norman,  18509  Statesville 
Rd..  Cornelius  28031 

Michael  William  Sicard.  (OTO).  3320 
Shollington  Place,  Charlotte  28210 

Daniel  J.  Stackhouse,  (DR),  Chariotte 
Radiology,  3030  Latrobe  Dr.,  Char- 
lotte 28211 

Lori  Mccain  Taylor,  (FP),  Cotswold 
Medical  CI  inic ,  200  Greenwich  Road, 
Charlotte  28211 

Maryann  Traxler,  (IM),  4536  Binford 
Ridge  Road,  Chariotte  28226 

Joseph  Michael  Walsh,  (N),  1900 
Randolph  Rd.,  Ste.  1010,  Charlotte 
28207 

Troy  Shannun  Watson,  (ORS),  Miller 
Orthopaedic  Clinic,  1001  Blythe 
Blvd..  Ste.  200.  Charlotte  28203 

Dennis  Norman  Farmer  Wilson.  (CD). 
I7I8  E.  Fourth  St.,  Ste.  501.  Char- 
lotte 28204 

Moore 

Ker  Boyce.  (C).  Pinehurst  Medical 
Clinic,  205  Page  Road.  Pinehurst 
28374 

David  Eric  Hipp.  (IM).  Pinehurst  Medi- 
cal Clinic.  205  Page  Road.  Pinehurst 
28374 

Kathleen  Ann  Letizia,  (IM).  Pinehurst 
Medical  Clinic.  205  Page  Road, 
Pinehurst  28327 

David  Louis  Meta.  (ON).  Pinehurst 
Medical  Clinic,  205  Page  Road, 
Pinehurst  28374 

New  Hanover-Pender 

Frank  David  Crowl,  (AN),  1801  S.  17th 

St.,  Wilmington  28401 
Policarpo  Rodney  Despaigne,  (Phys. 

Asst.),   1202  Medical  Center  Dr., 

Wilmington  28401 
Doris  Kazanzides,  (PD),  1628  Doctors 

Circle,  Wilmington  28412 
John  Wesley  Sanders,  III,  (ID),  1960  S. 

17th  St.,  Ste.  203,  Wilmington  28401 
Annette  C.  Scialabba.  (PD).  3240 

Grayleaf  Dr.,  Wilmington  28409 

Onslow 

Stephen  Gerard  Gelfand,  (RHU). 
Onslow  Memorial  Hospital.  PO  Box 
1358.  Jacksonville  28541 
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Pitt 

Susan  Marie  Ehrlich,  (P),  Edgecombe  Nash  Mental  Hlth  Ctr, 

3007  N.  Main  St.,  Tarboro  27834 
Firas  Ghanem,  (Resident),   1988-C  Hyde  Dr.,  Greenville 

27858 
Christopher  Clay  Hasty,  (ORS),  Orthopaedics  East,  I  .,  622 

Medical  Dr..  Greenville  27834 
Thomas  Henry  King,  (D),  Brody  Sch.  of  Med.  Dept.  of  Med., 

600  Moye  Blvd.,  Brody  3E1 13,  Greenville  27858 
Michael  Gerard  McLaughlin,  (R),  Route  #6,  Box  260,  Tarboro 

27886 

Randolph 

Sheila  Dawn  May,  (IM),  May  &  May  Internal  Medicine,  149 
MacArthur  St.,  Asheboro  27203 

Rowan 

Mark  Thomas  Wimmer,  (ON).  Carolina  Oncology  Associ- 
ates, 825  W.  Henderson  St.,  Salisbury  28144 

Wake 

Fred  Frisch  Holt,  4928  Misty  Oak  Road,  Raleigh  27613 
Patricia  Keogh  Naslund,  (N),  Cedar  Healthcare,  PA,  4201 

Lake  Boone  Trail,  Ste.  100,  Raleigh  27607 
Steven  Thomas  Wiles,  (PD).  44 1 3  Mill  Village  Road,  Raleigh 

27612 

Wayne 

James  Andrew  Krukowski,   (AN),    1 10  Hilldale  Lane, 
Goldsboro  27534 


ELECTRONIC  MEDICAL  BILLING  SERVICE 


WE  OFFER: 

•  Electronic  Filing 

•  Error-Free  Claims 

•  Decreased  Overhead 

•  Increased  Productivity 

•  Reduce  Processing  Cost 

•  Patient  Confidentiality 

•  Claims  Status  Report 

•  FASTER  Payment  Time 

•  Claims  FoUovv-Ups 

•  Increased  Cash  Flow 


SPECIAL 
Intro.  Rate 
S2.50  per  claim 
for  30  days 


246  Hughes  St, 
Asheboro,  NC  27203 
Ph;  (336)  672-5820 
Fax:  (336)  672-6788 
rnevvb)  @asheboro.com 


We're  not  finished  until  your  payment  arrives  back  to  you. 
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Comprehensive  Coverage  For  Diabetes  Care 
Management  In  North  Carolina 


Many  performance  measurement  systems  are  cur- 
rently assessing  care  delivered  to  the  diabetic 
population,  with  fairly  consistent  indicators  of  qual- 
ity care  management  across  systems.  Several 
managed  care  organizations  in  North  Carolina  are 
participating  in  the  Managed  Care  Diabetes 
Project,  a  collaborative  effort  with  Medical  Review 
of  North  Cai^olina,  Inc.  This  project  examines  dia- 
betic processes  of  care  and  associated  intermediate 
outcomes  within  Medicare  and  Medicaid  managed 
care.  Project  quality  indicators  are  based  on  the 
national  Diabetes  Quality  Improvement  Pioject  and 
on  Health  Plan  Employer  and  Data  Information  Set 
1999  Comprehensive  Diabetes  Care  measures. 
MRNC  intends  to  conduct  a  similar  diabetes  project 
in  the  outpatient,  fee-for-service  environment  be- 
ginning in  the  year  2000. 

Highly  recommended  methods  for  assessing  diabe- 
tes control  include  hemoglobin  A 1  c  testing,  Upid  pro- 
files, screening  for  nephropathy  via  urinalysis  or 
microalbuminuria  testing,  and  dilated  eye  exams. 
Results  of  these  tests  and  exams  allow  informed  de- 
cision-making regarding  management  of  the  disease. 
As  the  table  on  the  back  illistrates,  the  care  pro- 
cesses being  monitored  are  largely  reimbursable  by 


both  fee-for-service  and  managed  care  public  in- 
surance. 

Additional  benefits  are  provided  in  both  fee-for-ser- 
vice and  managed  care  settings  for  diabetic  care. 
Effective  July  1 998,  traditional,  fee-for-service  Medi- 
care reimburses  for  physician-prescribed  blood  glu- 
cose testing  supplies,  therapeutic  footwear/inserts 
(Medicare  Pait  B)  and  hospital-based  diabetic  out- 
patient self-management  education  (Medicare  Part 
A;  primary  care  physician  referral  required).  Medi- 
care coinsurance  and  deductibles  apply. 

Managed  care  plans  tend  to  be  more  generous  with 
coverage  of  diabetic  supplies  (e.g..  test  strips,  lan- 
cets, insulin  infusion  pumps),  and  plans  offering  pre- 
scription co\'erage  reimburse  for  medications  such 
as  oral  hypoglycemic  agents,  insulin  and  syringes. 
Member  copayment  amounts  for  medication  vary 
depending  upon  generic  versus  brand  prescription. 
Diabetes  disease  management  programs,  which  in- 
clude self-management  education  and  case  manage- 
ment, and  community  health/weUness  programs  are 
offered  by  most  health  plans  in  North  CaroUna. 

See  reverse  side  for  table  of  Public  Insurance 
Coverage  for  Recommended  Diabetic  Care 
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Our  Stmting  Rve.  VJtio  Are  Yours? 


When  one  of  our  insured  physicians  faces  a  medical  malpractice  lawsuit,  our  Diamond  Defense  goes  to  work,  protecting  your 
reputation,  your  practice,  your  livelihood.  With  more  than  300  trial  victories,  including  some  of  the  most  difficult  malpractice 
cases  in  North  Carolina  histoiy,  these  attorneys  are  the  core  of  our  team.  They're  tough,  they're  aggressive,  and  they're  always 
available  for  Medical  Mutual  members.  ^ 


Call  today  and  find  out  how  to  join 

the  Medical  Mutual  team. 

When  it  matters  most,  we're  with  you  all  the  way 


The  Medical^Mutual  Group 

Medical  Miiliial  Imiircmce  Company  of  North  Carolina 
PC  Box  98028  -Raleigh,  NC  27624  •  800-662-7917 


www.medicalmutualgroup.com 


What  can  a  map  tell  you  about  a  computer  system? 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolines  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross  /  Blue  Shield 
(with  no  per-claim  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  crifical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
transmission  in  a  practice 
management  system. 
,j  y   Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems    '•-  'u. 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 
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Letters  to  the  Editor 


Treating  Mental  Illness— Then  and  Now 
To  the  Editor: 

I  enjoyed  the  article  by  Dr.  Moira  Artigues  (NC  Med  J 
2000:6 1(2):90-4].  After  attending  medical  school  during 
most  ofWWII,  I  graduated  in  December  1947.  My  formal 
internship  did  not  begin  until  July  1948.  in  St. Louis.  Mis- 
souri, and  as  a  result  two  of  my  classmates  and  I  did  a  five- 
month  internship  at  Dorothea  Dix  Hospital  in  Raleigh,  from 
January  to  June  1948.  All  of  the  pre-chlorpromazine  treat- 
ments of  mental  illness  mentioned  in  the  article  were  part  of 
my  experience  (although  I  did  not  see  any  mention  of 
intravenous  Metrazol  convulsive  therapy).  I  attended  pa- 
tients in  medical  school  and  at  Dix  who  were  subjected  to 
pre-frontal  lobotomy.  The  Medical  Director  at  Dix  during 
this  time  was  analytically  trained,  and  we  received  instruction 
in  this  methodology.  I  was  able  to  see  first  hand  all  the 
variations  of  schizophrenia  outlined  in  Dr.  Artigues's  paper. 

Fortunately,  I  have  had  good  health  and  am  now  in  my 
51st  year  of  general  and  family  practice  in  a  small  rural 
community.  Mental  illness  from  simple  anxiety  to  major 
psychoses  has  continued  to  be  a  part  of  my  practice.  I  would 
be  quick  to  agree  that  modem  pharmaceutical  agents  are 
more  effective  when  paired  with  the  advice  and  counsel 
(psychotherapy)  provided  by  the  caring  physician.  It  would 
be  a  pleasure  to  share  some  of  my  experiences  with  psycho- 
active drugs  and  "psychotherapy"  over  these  past  five  de- 
cades. 

R.H.    Shackelford.  MD 

238  Smith  Chapel  Rd. 

Mt.  Olive,  NC  28365 

rshackelford  @  Compaq  .net 

Planning  the  End  of  Life — 
Plain  Talk  Makes  Good  Sense 
To  the  Editor: 

Bruce  Blackmon's  earthy  good  sense  and  eloquent  lan- 
guage have  combined  again  to  stir  our  thinking  on  physician- 
assisted  suicide  and  euthanasia  [NC  Med  J  2000;61(2):1 10- 
1].  This  kind,  good  friend  was  also  my  mentor  as  I  struggled 
to  learn  the  ways  of  the  North  Carolina  Driver's  Licence 
Medical  Review  Board.  Without  his  guidance.  I  could  never 
have  reached  a  point  at  which  to  write  "Chaos.  Alcoholism, 
and  DWI"  [NC  Med  J  1991;52(8):394-7]. 

It  is  so  critical  and  often  so  difficult  for  young  physicians 


to  broach  end-of-Iife  plans  with  older  patients.  We  are  often 
afraid  that  the  elderly  patient  will  feel  abandoned  to  the  scrap 
heap  and  frightened  of  our  inability  to  make  them  live 
forever.  I  would  like  to  reassure  my  younger  colleagues  that 
this  is  not  the  case.  When  we  are  younger,  we  treat  death  as 
a  cataclysm  to  be  avoided  at  all  costs.  When  we  are  older,  we 
view  death  as  a  neighbor  whom  we  will  surely  visit,  perhaps 
not  today,  but  with  each  passing  day  we  know  the  visit  is 
closer.  It  is  comforting  to  inow  that  a  younger  physician  and 
our  younger  family  members  understand  how  we  feel. 

I  have  used  the  following  language  for  an  "advanced 
directive":  "If  you  can  fix  me,  please  do !  (This  opening  phrase 
helps  banish  the  fear  of  abandonment.)  If  you  can't  fix  me. 
please  help  me  die  without  pain,  air  hunger,  nausea,  fear,  or 
thirst.  I  understand  that  it  may  take  you  a  few  days  to  tell 
whether  you  can  fix  me  or  not." 

This  language  is  simple  and  direct  and  has  almost  always 
been  accepted  or  has  led  to  meaningful  discussion  that  gave 
me  additional  insights  into  the  wishes  of  the  patient.  The 
language  also  provides  a  readily  acceptable  framework  for 
patients  to  discuss  end-of-life  plans  with  their  families,  and 
it  serendipitously  relegates  Callahan's  research  imperative  to 
a  time  in  the  life  cycle  for  which  it  is  appropriate.' 

When  we  have  lost  our  fear  of  being  dead,  it  is  most 
unkind  for  our  laws  and  customs  to  leave  us  with  a  fear  of  the 
process  of  dying,  a  process  that  may  be  agonizing  indeed. 

John  R.  Dykers.  Jr..  MD 

PO  Box  565 

Siler  City.  NC  27344 

'Callahan  D.  Sounding  board.  N  Engl  J  Med 
2000:342(9):654-6. 
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Investigation  of  Child  Abuse  Reports — The  Law 
Must  Be  Served  and  Our  Citizens  Protected 
To  the  Editor: 

I  write  in  response  to  the  letter  from  Dr.  Nesbit  that 
appeared  in  your  March/April  issue  [NC  Med  J  2000:61(2): 
113].  While  the  law  does  not  permit  us  to  discuss  matters  that 
relate  to  informal  interviews  the  Board  has  with  its  licensees, 
it  would  be  inappropriate  for  us  to  ignore  the  inaccurate 
suggestion  Dr.  Nesbit  makes  in  his  letter  that  this  Board  is 
excessively  zealous  and  that  those  licensees  who,  in  obedi- 
ence to  the  law,  report  suspected  child  abuse  are  at  some  risk 
from  the  Board.  This  is  patently  untixie;  the  Board  fully 
supports  the  laws  of  this  state,  respects  those  laws,  and 
expects  its  licensees  to  obey  them. 

At  the  same  time,  the  Board  is  diligent  in  its  detennina- 
tion  to  examine  with  the  greatest  care  all  complaints  it 
receives,  however  rambling  or  lengthy  they  may  seem  to  Dr. 
Nesbit.  It  treats  all  complaints  equally  and  considers  them 
seriously.  We  exist  in  order  to  protect  the  people  of  this  state 
and  must  be  responsive  when  any  citizen  feels  concern, 
however  that  concern  may  be  expressed.  If  this  process 
makes  Dr.  Nesbit  uncomfortable,  that  is  unfortunate,  but  it 
cannot  affect  the  manner  in  which  the  Board  addresses  its 
duty  to  the  law  and  the  public. 

I  also  want  to  assure  you  and  the  physicians  of  this  state 
that  the  Board  only  mandates  an  evaluation  of  competence 
when  it  has  serious  concerns  about  a  licensee. 

Despite  the  tone  of  Dr.  Nesbit's  letter,  let  me  be  veiy 
clear  that  there  is  absolutely  no  risk  of  Board  action  for 
physicians  who  report  child  abuse  in  good  faith  pursuant  to 
the  provisions  of  the  law. 

Andrew  W.  Watry 
Executive  Director,  North  Carolina  Medical  Board 

PO  Box  20007 
Raleigh,  NC  27619 

Completing  the  Circle 
To  the  Editor: 

I  thought  your  readers  might  be  interested  in  a  "continu- 
ity of  care"  story — not  the  continuity  of  care  we  nomially 
think  about,  because  I  am  not  really  a  patient.  In  1994,  when 
I  had  just  graduated  from  the  UNC  School  of  Public  Health 
(Health  Behavior  and  Health  Education),  the  NC  Medical 
Journal  published  a  synopsis  of  my  master's  paper.  "Access  to 
Medications  for  Low-Income  North  Carolina  Citizens: 
Without  Funds,  How  Can  They  Follow  Doctor's  Orders?" 
[NC  Med  J  1994:55(5):  173-7],  From  this  needs  assessment, 
the  Senior  PHARM/\.v.s/.s-r  program  was  created,  and  I  was 
hired  as  its  director  by  a  task  force  of  the  Durham  County 
Hospital  Corporation.  We  saw  our  first  client  in  June  1994. 
Two  major  North  Carolina  foundations  — The  Duke  En- 
dowment and  The  Kate  B.  Reynolds  Charitable  Trust — 
impressed  with  our  thorough  planning  process  and  by  our 
added  credibility  from  the  article,  have  given  Senior 


PHARMAsj/i/  their  generous  support  for  five  years. 

Last  month,  you  published  our  program  evaluation,  "A 
Community-Based  Pharmaceutical  Care  Program  for  the 
Elderly  Reduces  Emergency  Room  and  Hospital  Use"  [NC 
Med  J  2000;61(2):99-I03]— and  what  perfect  timing.  As 
our  major  "start-up"  foundation  grants  are  coming  to  a 
predictable  end.  Senior  PHARMA.w/.vr  needs  other  possible 
contributors  to  know  how  we  are  making  major  differences 
in  the  lives  of  older  adults  who  struggle  to  remain  as  healthy 
and  independent  as  possible. 

So  there  you  have  it!  Continuity  of  care.  Senior 
PHARMAi-5/.?f  and  the  clients  we  serve  are  richer  because  the 
North  Carolina  Medical  Journal  has  given  serious  thought  to 
our  work  and  provided  needed  "boosters"  along  the  way. 

Gina  Upchurch,  RPh,  MPH 

Executive  Director,  Senior  PHARM/l.wm 

123  Market  Street 

Durham,  NC  27701-3221 

sr.pharmassist@mindspring.com 

www.seniorpharmassist.org 

From  the  Editor: 

The  authors  report  that  the  Robert  Wood  Johnson  Founda- 
tion is  also  currently  featuring  the  recent  article  as  a  link  on 
one  ofits  program  websites:  www.volunteersinhealthcare.org. 

Big  Media  and  NCMJ 
To  the  Editor: 

May  I  request  a  copy  of  the  recent  article  by  Dr. 
Kandaswamy  Jayaraj  [NC  Med  J  1999:60(6):340-5]?  I  am 
researching  a  show  on  aging,  and  this  article  would  be  very 
useful  to  me.  Many  thanks. 

Jonathan  Lynch 
Medical  News 
CNN 
Engineering  Students  Motivated 
by  "Gripping"  Article 
To  the  Editor: 

I  am  writing  in  an  attempt  to  obtain  a  clean,  readable 
copy  of  the  article  by  Margareta  Claesson.  "I  live  by  the  color 
of  thin  plastic  strips"  [Nclvied  J  I99I  :52(  1 1 ):  571-3].  I  have 
been  using  this  article  for  a  couple  of  years  as  assigned  reading 
in  a  new  introductory  course  on  biomedical  engineering.  It  is 
quite  a  gripping  personal  story,  and  is  very  effective  at 
stimulating  interest  and  motivation  in  students  to  study  the 
physiology  and  treatment  of  diabetes. 

The  copy  I  have  was  given  to  me  by  a  colleague.  It  was 
a  worn  photocopy  then,  and  has  deteriorated  since.  Is  it 
possible  to  obtain  a  good  reprint  of  the  article,  and  may  I  have 
permission  to  photocopy  it  for  students? 

Richard  C.  Haskell 

Professor  of  Physics 

Harvey  Mudd  College 

241  East  12th  Street 

Claremont,  CA  91711 
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From  the  Editor: 

Photocopies  are  sent,  and  permission  is  of  course  granted- 
happily-for  such  productive  use  oi  Journal  articles  by  our  far- 
flung  readers. 

Bottled  vs.  Tap  Water — 
How  About  Fluoride  and  Iodine? 
To  the  Editor: 

I  enjoyed  the  excellent  article,  "Assuring  access  to  dental 
care  for  low-income  families  in  North  Carolina"  [Silberman 
et  al.  NC  Med  J  2000:61(2):95-8].  Most  impressive  to  me 
was  what  I  already  knew-but  was  again  impressed  by  in 
reading  the  article:  that  fluoridation  of  water  has  resulted  in 
such  a  decrease  in  the  number  of  cavities.  Dental  cavities  are 
a  great,  painful  process  in  childhood,  as  I  came  to  know 
through  my  own  childhood  before  the  fluoridation  of  water. 
What  really  worries  me  is  that  we  see  young  people  and 
old  people  drinking  these  bottled  waters,  which  as  far  as  I 
know  contain  no  fluoride  or  iodine.  They  are  apparently 
rejecting  the  best  water  supply  in  the  world,  which  I  consider 
to  be  very  healthy  in  our  state,  and  paying  a  lot  of  money  for 
bottled  water  from  springs.  I  wonder  if  there  any  data  about 
fluoride  and  iodine  levels  in  any  bottled  water  that  went  by  us. 
If  not,  those  people  who  drink  only  those  things  will  have 
more  cavities  in  their  teeth  and  more  thyroid  trouble. 

Eben  Alexander.  Jr.,  MD 

Department  of  Neurosurgery 

Wake  Forest  University  Baptist  Medical  Center 

Medical  Center  Boulevard 

Winston-Salem  NC  27157 
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Ephralmsof  the  World — Watch  Out! 
To  the  Editor: 

I  have  always  been  fascinated  with  Ephraim  McDowell 
[McMahon  C.  Ephraim  McDowell,  Jane  Todd  Crawford, 
and  the  origins  of  oophorectomy.  NC  Med  J  2000;6 1(  1  ):40 1  - 
2],  mainly  because  my  father  was.  I  have  seen  in  my  father's 
handwriting  the  inscription  on  a  plaque  at  Ephraim's  birth- 
place, "Ephraim  McDowell,  who  removed  the  first  abdomi- 
nal tumor  in  America,  was  bom  here.  Killed  by  the  Indians." 

There  is  a  possible  connection  with  another  Ephraim — 
Ephraim  Liles,  who  mistakenly  shot  an  Indian  chiefs  son 
while  hunting  deer  in  Virginia.  He  escaped  by  night  in  a 
canoe  down  the  Yadkin-Pee  Dee  rivers  to  Anson  County 
(first  white  man  in  the  county)  about  1753.  The  Indians 
vowed  to  kill  all  white  men  named  Ephraim.  They  thought 
they  shot  him,  but  missed.  They  did  get  his  son  (also  named 
Ephraim)  later,  in  South  Carolina.  Pap  always  felt  badly  that 
the  good  doctor  died  not  knowing  what  hit  him! 

I  would  bet  a  "new  dollar"  that  Jane  Todd  Crawford  had 
a  cyst  or  benign  tumor. 

Richard  V.  Liles,  Jr.,  MD 

505  Pee  Dee  Avenue 

Albemarle,  NC  28001 


Correction: 

In  the  article  on  the  Senior  PHARMAssist  pro- 
gram In  our  last  Issue  [Catelller  et  al.  A  community- 
based  pharmaceutical  care  program  for  the  elderly 
reduces  emergency  room  and  hospital  use.  NC  IVled 
J  2000;61  {2):99-1 03],  Table  1  on  p.  1 00  contains  an 
error:  Impaired  ADL  0  (none)  was  reported  for  32% 
of  the  sample  at  1 2  months.  It  should  have  read  81  % 
at  12  months. 

This  table  appears  correctly  with  the  article  in 
the  on-line  Journal. 
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DIMENSIONS      OF       DOCTORING 


The  Hippocratic  Oath 

Searching  for  an  Ideal 


The  winning  entry  in  the  2000  History  of  Medicine  Student  Essay  Competition,  s-^ 
Society  for  the  History  of  Medical  Sciences  at  Duke  University  Medical  Center. 

Elizabeth  Griffiths 


sponsored  by  the  Brody 


The  technological  advances  of  medicine  have  provided 
doctors  with  many  useful  diagnostic  tools.  As  a  result,  we  can 
treat  disease  with  unprecedented  success  and,  as  in  the  case 
of  smallpox,  even  completely  eliminate  diseases  that  used  to 
cause  enormous  morbidity  and  mortality.  Yet,  despite  these 
technological  advances,  the  most  famous  document  of  west- 
em  medicine  remains  a  2500-year-old  piece  of  prose,  written 
originally  in  Ionian  Greek,  and  providing  not  a  single  bit  of 
technological  expertise.  This  document  is,  of  course,  the 
Hippocratic  Oath,  and  we,  who  have  progressed  so  far,  still 
cling  tenaciously  to  it.  In  this  essay  I  will  endeavor  to  examine 
three  things:  where  the  Oath  comes  from  and  who  wrote  it; 
what  the  Oath  says;  and  why  physicians  revere  the  Hippo- 
cratic Oath. 


Hippocrates  of  Cos 

Hippocrates  the  physician  was  bom  between  460  and  450 
BC  on  the  island  of  Cos,  part  of  the  Greek  colony  of  Ionia 
in  the  eastem  Aegean  Sea.  We  know  few  details  of  his  hfe, 
but  it  is  well  documented  that  Hippocrates  was  a  genuine 
person  who  taught  medicine  to  his  sons  and  sold  his  services 
as  a  teacher  to  others  outside  his  family.'  -  Jacques  Jouanna- 
details  ancient  accounts  of  Hippocrates,  including  some  by 
Plato,  Aristotle  and  Aristophanes,  which  substantiate  his 
existence  as  a  physician.  He  is  thought  to  have  died  around 
370  BC" 

In  his  time,  Hippocrates  was  known  as  the  Asclepiad  of 
Cos.  The  name  Asclepiad  was  the  general  denotation  of  a 
physician,  in  reference  to  Asclepius,  the  god  of  heahng  in  the 
classical  period.  In  the  case  of  Hippocrates,  the  name  directly 


Ms.  Griffiths  is  a  2nd-year  medical  student  at  UNC.  She  can  be 
reached  at  96  South  Peal<  Drive,  Carrboro  NC,  27510.  Tele- 
phone:91 9/929-2811.  Email:  eli2abeth_griffiths@med.unc.edu. 


indicates  his  ancestry:  he  was  from  a  noble  family  directly 
descended  from  Asclepius,  a  prince  at  the  time  of  the  Trojan 
War.  Varying  accounts  put  Hippocrates  as  his  17'''.  18*,  or 
19"'  descendent.-  Certainly,  Hippocrates  was  not  the  first 
physician  in  this  family,  nor  the  first  to  distinguish  himself  in 
practice. 

Ancient  Greek  medicine  was  a  profession  handed  down 
from  father  to  son.  Asclepius  was  the  first,  and  taught  his 
sons.  Podalirius  and  Machaon,  who  passed  the  art  on  to  the 
male  ancestors  of  Hippocrates.  The  sons  of  Asclepius  fought 
in  the  Trojan  War  where  Machaon  was  killed.  After  the  war, 
Podalirius  sidetracked  to  Asia  Minor  where  he  saved  the  king 
of  Caria  and  his  daughter  from  illness.  In  gratitude,  the  king 
rewarded  Podalirius  with  his  daughter's  hand  in  marriage. 
Podalirius  remained  in  Caria,  and  his  descendents  split  into 
two  branches,  one  of  which  moved  to  Cos  and  the  other  to 
the  peninsula  across  from  it,  Cnidus.  Both  settlements  gave 
rise  to  'schools'  of  medicine,  but  the  former  was  made  famous 
by  Hippocrates.-  Hippocrates  probably  received  his  training 
on  the  island  of  Cos,  chiefly  from  his  family  and,  perhaps 
later,  in  apprenticeship  to  physicians  and  philosophers. - 

Ancient  medicine  was  not  the  organized  profession  it  is 
now.  There  were  no  qualifying  exams  and  certainly  no  peer 
review  boards.  Medical  care  was  often  associated  with  reli- 
gious practice,  and  one  of  the  common  forms  of  treatment 
involved  "incubation"  at  a  temple  of  Asclepius,  who  had 
come  to  be  venerated  as  the  god  of  medicine.  Treatment  at 
the  temples  was  chiefly  sought  by  members  of  the  lower 
classes  or  by  those  suffering  from  incurable  disease.'  Inde- 
pendent physicians,  whose  training  was  more  or  less  medical, 
treated  the  wealthier  inhabitants,  but  certainly  not  all  those 
who  called  themselves  "physician"  were  in  the  mold  of 
Hippocrates.  In  fact,  the  vast  majority  had  little  or  no  real 
medical  training.  The  only  requirement  for  practice  was  to 
have  an  "office"  and  a  sign  to  hang  up.  This  laxity  was  the 
basis  of  a  complaint  voiced  repeatedly  in  the  Hippocratic 
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Coqjus.  For  example,  the  Decorum  states:  "These  .  .  .  men  . 
. .  go  around  cities,  and  gather  a  crowd  about  them,  deceiving 
it  with  cheap  vulgarity.  You  should  mark  them  by  their  dress. 
.  .  they  should  be  much  more  shunned  and  hated  by  those 
who  behold  them.  .  ."■*  Since  these  practitioners  were  not 
licensed,  they  had  to  prove  themselves  in  other  ways,  chiefly 
by  rhetoric  and  theatrics.  Since  medical  practitioners  at  the 
time  were  well  paid,  and  since  there  was  no  legal  penalty  for 
malpractice,  a  great  many  citizens  of  ancient  Greece  appar- 
ently tried  their  hand  at  medicine. 

In  addition  to  the  true  charlatans,  a  number  of  other 
people  offered  medically  related  services.  There  were  mid- 
wives  and  purveyors  of  various  drugs  and  poisons  who  sold 
their  wares  with  no  questions  asked. --^  It  is  likely  that,  in  this 
highly  competitive  and  unregulated  environment,  Hippo- 
cratic  physicians  were  eager  to  set  themselves  apart  on  the 
basis  of  their  moral  and  ethical  philosophy,  not  to  mention 
superior  medical  training.  In  this  context  the  Oath  can  be 


The  Oath  lays  down  a  basis  for  the  moral  and  ethical 
conduct  of  physicians,  but  in  its  time  it  was  hardly  widely 
accepted.  The  tenets  exhorting  physicians  not  to  "give  a  drug 
that  is  deadly  to  anyone  if  asked  [for  it],  nor  .  .  .suggest  the 
way  to  such  a  counsel.  And  likewise  .  .  .  not  give  a  woman  a 
destructive  pessary"  refer  to  practices  that  were  neither  illegal 
nor  uncommon  at  the  time.**  Far  from  representing  the 
prevailing  view,  the  ideas  in  the  Oath  stem  almost  exclusively 
from  the  Pythagorean  School  of  philosophy,  a  school  whose 
members  were  few  and  whose  philosophies  were  not  widely 
practiced." '"  The  Pythagoreans  espoused  equality  between 
men  and  women,  were  strongly  opposed  to  violence  and 
injustice,  and  refused  to  discriminate  on  the  basis  of  social 
status.  In  addition,  they  opposed  abortion  and  euthanasia 
and  believed  strongly  in  strict  sexual  mores  and  the  impor- 
tance of  a  father-son  relationship  between  student  and 
teacher.'"  These  ideas  predominate  in  the  Oath,  where, 
perhaps  for  the  first  time  in  history,  medicine  assumes  a 


seen  as  an  attempt  at  professional  regulation  and  standard- 
ization, virtues  clearly  lacking  among  other  types  of  practitio- 
ners. 


The  Oath  Of  Hippocrates 

The  Oath  (Appendix  1 )  and  about  60  other  documents  form 
a  collection  known  as  the  Hippocratic  Corpus.  It  was  com- 
piled in  Alexandria  around  280  BC,  and  although  Hippocrates 
probably  contributed,  it  almost  certainly  represents  the  work 
of  many  other  authors  during  the  period  between  420-350 
BC  Regardless  of  its  true  authorship,  the  Hippocratic 
Corpus  presents  a  particular  theory  of  medicine,  one  that 
gave  rise  to  the  idea  of  medicine  as  a  science  of  observation 
distinct  from  religion  and  superstition.  With  the  emergence 
of  the  Hippocratic  physician  we  had  for  the  first  time  a  healer 
who  was  distinct  from  the  priest,  who  believed  in  natural 
rather  than  supernatural  causes  of  disease.  Hippocratic  phy- 
sicians, although  certainly  not  areligious,  sought  cures  and 
explanations  for  disease  through  observation  and  reason." 
This  was  an  entirely  novel  concept  in  medicine,  and  it  is  for 
this  reason  that  we  view  the  Hippocratic  Corpus,  and  indeed 
Hippocrates  himself,  as  the  forerunner  of  modem  medicine. 


philosophical  rather  than  a  religious  foundation.  The  injunc- 
tion against  "cutting  for  the  stone"  may  stem  from  the 
Pythagorean  dislike  of  surgery,  ranked  as  the  lowest  of 
healing  arts  because  of  its  association  with  knives  and  thus 
with  violence. 

The  Oath,  then,  designates  what  a  physician  should  be. 
It  is  not  the  only  arbiter:  the  Law.  the  Physician.  Decorum. 
and  many  other  Hippocratic  writings  describe  how  physi- 
cians should  look  and  comport  themselves,  and  the  image  to 
be  presented  to  patients.''  The  Oath  addresses  part  (the  moral 
and  ethical  aspects)  of  a  global  ideal.  The  Hippocratic 
physician  was  expected  to  be  a  complete  man.  not  a  hodge- 
podge of  distinct  and  separate  parts.  This  view  is  analogous 
to  the  Hippocratic  vision  of  illness,  which  interpreted  disease 
not  in  the  context  of  diseased  organs,  but  as  an  insult  upon  a 
psychosomatic  being  universally  affected  by  the  disturbance 
to  his  natural  state.' 


The  Legacy  and  Impact  of  the  Oath 

From  its  inception,  people — particularly  physicians — have 
tried  to  achieve  the  goals  espoused  in  the  Oath.  It  has  never 
been  universally  recited,  but  it  has  been  preserved  relatively 
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intact  for  nearly  2500  years."*  Some  Christians,  agreeing 
with  Pythagorean  beliefs,  adopted  an  altered  version  of  the 
Oath  (Appendix  2).  The  Arabs  also  adopted  the  Oath, 
preserving  an  accurate  version,  whose  only  alteration  lies  in 
the  replacement  of  Greek  deities  with  a  call  upon  God  or 
Allah  (Appendix  3).' 

What  impulse  has  maintained  this  oath,  when  there  are 
many  others  to  choose  from?""*  Perhaps  the  Oath,  harsh  and 
simply  stated  as  it  is,  appeals  at  a  deep  level  to  a  profession 
whose  fundamental  attraction  is  love  of  human  life.  It 
provides  a  black  and  white  gauge  for  behavior  -  perhaps 
particularly  attractive  to  a  society  that  has  become  so  secular 
and  in  which  strongly  codified  religious  beliefs  are  no  longer 
the  norm. 

The  Oath  is  important  not  because  it  is  unique  but 
because  it  alone,  among  many  current  variations  and  alterna- 
tives, does  not  admit  excuses.  It  sharply  divides  the  healer 
from  the  killer  (even  inadvertent  ones).  Margaret  Mead  said 
of  the  Oath,  "Throughout  the  primitive  world  the  doctor  and 
the  sorcerer  tended  to  be  the  same  person.  He  with  the  power 
to  kill  had  the  power  to  cure  .  .  .  With  the  Greeks  the 
distinction  was  made  clear."'  Viewing  the  Oath  as  moral  high 
ground  has  been  popular  with  many.  In  his  treatise  on  the 
Oath,*"  the  Rev.  Dr.  Nigel  Cameron  emphasizes  its  role  as  a 
covenant.  He  contends  that  we  have  lately  strayed  from  the 
ideals  of  the  Oath  and  urges  us  to  adhere  more  stringently  to 
its  original  form.  He  says  the  oath  is  "philanthropic  medicine 
based  on  the  sanctity  of  life"  -  which  it  may  be  -  but  despite 
its  moral  superiority,  it  has  never  become  a  universal  credo.* 

Cameron  believes  that  medical  practitioners  today  have 
substituted  "relief  of  suffering"  for  healing.  He  correctly 
points  out  that,  "the  Oath  says  nothing  explicit  about  the 
calling  of  the  physician  to  relieve  the  suffering  of  his  patients" 
because  other  practitioners  in  Hippocrates'  day  had  the  job  of 
relieving  suffering.'^  In  repudiating  the  idea  that  the  doctor's 
job  is  to  relieve  pain  at  any  cost,  and  furthermore  in  forbid- 
ding physicians  from  the  practice  of  both  abortion  and 
suicide/euthanasia,  Hippocratic  medicine  allied  itself  solely 
with  healing,  foreswearing  absolutely  the  taking  of  life. 
Cameron  feels  that  the  modem  move  towards  "relief  of 
suffering"  is  diametrically  opposed  to  the  most  fundamental 
of  Hippocratic  tenets  ("First  do  no  harm").  He  claims  that 
this  betrayal  of  Hippocratic  ideals  represents  the  first  step  in 
reincarnating  the  modem  physician  in  the  image  of  Margaret 
Mead's  healer/killer.  In  contrast.  Jouanna-  suggests  the 
Hippocratic  precept  may  have  been  designed  to  distinguish 
physicians  morally  from  common  midwives  and  less  repu- 
table medical  personnel. 

The  Oath  was  not  commonly  recited  until  1558  when 
the  University  of  Jena  in  Germany  began  to  have  students 
agree  to  "everything  that  Hippocrates  demands  in  his  Oath."* 
After  that  it  became  more  widely  adopted  -  in  France  in  the 
aftermath  of  the  French  Revolution,  and  then  in  Austria;  but 
the  most  strident  calls  have  come  from  the  US.  The  first  neo- 


Hippocratic  movement  in  North  America  occurred  in  the 
late  19"'  century,  prompted  by  medically  trained  practitio- 
ners. A  second  wave  of  enthusiasm  occurred  after  World 
War  II,  largely  prompted  by  medical  students.**  The  demand 
for  oath-swearing  may  have  represented  a  reaction  to  changes 
in  the  social  circumstances  surrounding  medicine.  In  the  late 
19'"  century  this  country  had  many  alternatives  to  traditional 
medicine.  Midwives  were  particularly  popular,  and  in  the 
West,  a  shortage  of  trained  medical  personnel  created  a 
scenario  not  unlike  that  of  ancient  Greece.'-  Perhaps  the 
resurgence  in  Oath-taking  was  motivated  by  competition 
from  non-medical  sectors. 

In  1993  R.  Orr.  MD,  and  N.  Pang,  MD,  found  that  98% 
of  North  American  medical  schools  responding  to  a  survey 
said  that  their  students  swore  an  oath,  most  of  which  had  at 
least  some  relation  to  the  Hippocratic  Oath.'-  The  contem- 
porary move  towards  the  recitation  of  an  oath  may  reflect  our 
more  secular  society,  but  it  may  also  be  a  response  to  the 
horrific  actions  of  Nazi  doctors  during  WW  II.  Certainly  the 
foundation  of  the  World  Medical  Association  in  1948,  and 
the  Declaration  of  Geneva  (Appendix  4)  were  based  on  this. '" 
Perhaps  the  belief  of  Nazi  doctors  that  they  were  acting  in 
accordance  with  the  Hippocratic  Oath,'""  and  in  tmth  the 
Holocaust  in  its  entirety,  suggests  that  something  was  wrong 
with  the  society  that  produced  such  abhorrent  acts.  It  seems 
that,  although  we  strive  to  live  according  to  the  Oath,  it  does 
not  guarantee  that  we  will  not  abuse  our  position  as  doctors. 

A  more  recent  concem  was  expressed  by  Paul  McHugh 
in  Hippocrates  a  la  mode."  He  traces  the  evolution  of  the 
Hippocratic  Oath  from  its  original  form  to  those  currently 
recited  by  graduates  at  Johns  Hopkins  and  Harvard.  He 
criticizes  the  alteration  of  a  declaration  that  required  absolute 
commitment  to  patients  and  to  other  members  of  the  profes- 
sion into  one  which  is  "self-serving  and  jejune  ...  a  false  step 
at  a  time  of  great  vulnerability  for  medicine.""  The  changes 
introduced  into  modem  oaths  are  indeed  substantial,  and 
they  do  water  down  the  Oath  to  the  point  of  banality,  but 
what  choice  is  there?  The  original  Oath  no  longer  seems 
entirely  appropriate,  as  when  it  prohibits  us  from  "cutting  for 
the  stone,"  with  which  no  future  surgeon  could  agree.  In 
addition,  its  vows  against  euthanasia  and  abortion  no  longer 
seem  so  black  and  white.  Medical  science  has  created  circum- 
stances unimagined  in  the  time  of  Hippocrates.  The  Hippo- 
cratic Oath  never  envisioned  a  time  of  amniocentesis,  me- 
chanical ventilation,  or  tube  feeding. 

There  are  many  reasons  why  we  might  want  to  return  to 
the  Hippocratic  Oath,  but  despite  its  seeming  order  and 
clarity,  it  remains  a  superficial  document  for  modem  medi- 
cine. John  Ellard  eloquently  argues  that  "there  are  no  ethical 
principles  from  which  particular  rules  may  be  deduced  .  .  . 
there  are  no  mles  which  are  valid  universally. . .  there  are  no 
infallible  authorities  . . .  and  there  is  no  prospect  of  achieving 
any  of  these.""  This  does  not  mean,  however,  that  we  carmot 
create  a  set  of  suggestions  -  not  absolutes  but  guides  to  sound 
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judgment  and  open  discourse.  The  Hippocratic  Oath  is  - 
always  has  been  -  a  goal,  one  which  can  never  be  entirely 
achieved  but  which  we  preserve  because  it  speaks  to  some- 
thing fundamental  in  us  all.  It  appeals  to  our  desire  for  black 
and  white  answers  in  a  profession  overrun  by  shades  of  gray. 
Perhaps  Hippocrates  had  the  best  answer  after  all:  "Where 
there  is  love  of  man,  there  is  also  love  of  the  art."  Maybe  this, 
and  the  Oath  as  goal  rather  than  a  standard,  can  be  enough.'* 
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Appendix  1 .  The  Hippocratic  Oath 

I  swear  by  Apollo  the  physician  and  by  Asclepius,  and  Health,  and  by  Panacea,  and  by  all  the  gods  and 
goddesses,  making  them  judge,  to  bring  the  following  oath  anci  written  covenant  to  fulffllment  in 
accordance  to  my  ability  and  judgment: 

I  will  keep  this  Oath  and  this  stipulation  -  to  reckon  him  who  taught  me  this  Art  equally  dear  to  me  as 
my  parents,  to  share  my  substance  with  him,  and  relieve  his  necessities  if  required;  to  look  upon  his 
offspring  in  the  same  footing  as  my  own  brothers,  and  to  teach  them  this  art,  if  they  shall  wish  to  learn 
it,  without  fee  or  stipulation;  and  that  by  precept,  lecture,  and  every  other  mode  of  instruction,  I  will 
impart  a  knowledge  of  the  Art  to  my  own  sons,  and  those  of  my  teachers,  and  to  disciples  bound  by 
a  stipulation  and  oath  according  to  the  law  of  medicine,  but  to  none  others. 

I  will  follow  that  system  of  regimen  which,  according  to  my  ability  and  judgement,  I  consider  for  the 
benefit  of  my  patients,  and  abstain  from  whatever  is  deleterious  and  mischievous. 

I  will  give  no  deadly  medicine  to  any  one  if  asked,  nor  suggest  any  such  counsel;  and  in  like  manner 
I  will  not  give  to  a  woman  a  pessary  to  produce  abortion.vvith  purity  and  with  holiness  I  will  pass  my 
life  and  practice  my  Art. 

I  will  not  cut  persons  laboring  under  the  stone,  but  will  leave  this  to  be  done  by  men  who  are 
practitioners  of  this  work.  Into  whatever  houses  I  enter,  I  will  go  into  them  for  the  benefit  of  the  sick, 
and  will  abstain  from  every  voluntary  act  of  mischief  and  corruption;  and,  further,  from  the  seduction 
of  females  or  males,  of  freemen  and  slaves.  Whatever,  in  connection  with  my  professional  service,  or 
not  in  connection  with  it,  I  see  or  hear,  in  the  life  of  men,  which  ought  not  to  be  spoken  of  abroad, 

I  will  not  divulge,  as  reckoning  that  all  such  should  be  kept  secret.  While  I  continue  to  keep  this  Oath 
unviolated,  may  it  be  grantecJto  me  to  enjoy  life  and  the  practice  of  the  art,  respected  by  all  men,  in 
all  times.  But  should  I  trespass  and  violate  tnis  Oath,  may  the  reverse  be  my  lot.^ 
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Appendix  2.  A  Christian  Version  of  the  Oath 

Blessed  be  God  the  Father  of  our  Lord  Jesus  Christ,  who  is  blessed  for  ever  and  ever;  I  lie  not. 

I  will  bring  no  stain  upon  the  learning  of  the  medical  art.  Neither  will  I  give  poison  to  anybody 
though  asked  to  do  so,  nor  will  I  suggest  such  a  plan.  Similarly  I  will  not  give  treatment  to  women  to 
cause  abortion,  neitherf  rom  above  nor  from  below.  But  I  will  teach  this  art,  to  those  who  require  to  learn 
it,  without  grudging  and  without  an  indenture.  I  will  use  treatment  to  help  the  sick  according  to  my 
ability  and  judgement.  And  in  purity  and  holiness  I  will  guard  my  art.  Into  whatsoever  houses  I  enter, 
I  will  do  so  to  help  the  sick,  keeping  myself  free  from  all  wrong-doing,  intentional  and  unintentional, 
tending  to  death  or  to  injury,  and  from  fornication  with  bond  orfree,  man  or  woman.  Whatsoever  in  the 
course  of  practice  I  see  or  hear  (or  outside  my  practice  in  social  intercourse)  that  ought  not  to  be 
published  abroad,  I  will  not  divulge,  but  consider  such  things  to  be  holy  secrets.  Now  if  I  keep  this  oath 
and  break  it  not,  may  God  be  my  helper  in  my  life  and  art,  and  may  I  be  honored  among  men  for  all  time. 
If  I  keep  faith,  well;  out  if  I  forswear  myself  may  the  opposite  befall  me.^^ 


Appendix  3.  Arabic  Version  of  the  Oath 

I  swear  by  god,  Lord  of  life  and  death,  the  Grantor  of  health  and  Creator  of  cure  and  every  remedy, 
and  I  swear  by  Asclepias,  and  I  swear  by  all  men  and  women  companions  of  God,  that  I  fulfill  this  oath 
and  this  obligation: 

That  I  regard  myteacherofthis  profession  as  equivalentto  my  parents,  share  with  him  my  livelihood 
and,  should  ne  be  in  need  of  money,  I  would  help  hi  and  provide  him  of  my  money.  As  to  his  progeny, 
I  shall  regard  them  as  my  brothers.  I  will  teach  them  this  profession — should  they  need  to  learn  it — 
without  any  fee  or  obligation.  I  will  accept  as  partners  my  children  and  the  children  of  my  master,  and 
students  who  have  accepted  this  written  obligation  and  swore  by  this  medical  code  of  command- 
ments, sciences  and  other  aspects  of  the  profession,  and  I  shall  not  do  the  same  with  others. 

I  will  seek  in  all  counsels,  with  my  power,  the  benefit  of  patients.  As  to  things  that  are  harmful  and 
demeaning  to  them,  I  shall  forbid  them  according  to  my  judgement.  I  shall  noTgive,  if  asked,  a  lethal 
medicine,  nor  would  I  advise  something  of  the  like.  Likewise,  I  will  not  provide  women  pessaries  that 
evacuate  fetuses.  I  shall  be  guided  in  my  counsel  and  profession  by  wisdom  and  purity.  I  shall  not  cut 
for  those  who  have  a  stone  in  their  bladder,  but  leave  this  to  those  who  are  skilled  in  this  work.  Each 
house  I  enter,  I  will  enter  itforthe  benefit  of  patients,  and  with  a  state  detached  from  all  baseness,  cruelty 
and  vice  with  women  and  men,  free  or  slave.  As  to  things  I  observe  or  hear  during  the  treatment  of 
patients  or  outside  the  time  of  their  treatment  about  the  behaviour  of  people  which  should  not  be 
divulged,  I  shall  refrain  from  divulging  them  and  will  ensure  that  such  things  are  not  talked  about. 

To  the  one  who  keeps  this  oath  and  does  not  alter  anything  in  it,  may  he  enjoy  his  health  and 
profession  underthe  most  favorable  and  beautiful  circumstances,  and  may  he  be  praised  by  all  people 
at  all  times.  May  the  opposite  happen  to  the  one  who  transgresses  it.  ''^ 


Appendix  4.  Declaration  of  Geneva,  1 968 

At  the  time  of  being  admitted  as  a  member  of  the  medical  profession:  I  solemnly  pledge  myself  to 
consecrate  my  life  to  the  service  of  humanity;  I  will  give  to  my  teachers  the  respect  and  gratitude  which 
is  their  due;  I  will  practice  my  profession  with  conscience  and  dignity;  The  health  of  my  patient  will  be 
my  first  consideration;  I  will  respect  the  secrets  which  are  confided  in  me,  even  afterthe  patient  has  died 
I  will  maintain  by  all  the  means  in  my  power,  the  honor  and  the  noble  traditions  of  the  medical 
profession;  My  colleagues  will  be  my  brothers;  I  will  not  permit  considerations  of  religion,  nationality, 
race,  party  politics  or  social  standing  to  intervene  between  my  duty  and  my  patient;  I  will  maintain  the 
utmost  respect  for  human  life  from  the  time  of  conception;  even  under  threat,  I  will  not  use  my  medical 
knowledge  contrary  to  the  laws  of  humanity.  I  make  these  promises  solemnly,  freely  and  upon  my 
honor." 
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DIMENSIONS      OF       DOCTORING 


Ancient  Wisdom  for  Modem  Medicine 

The  Tradition  of  Judaism 

Maimonides  Graduation  Ceremony  Address,  Duke  University  School  of  Medicine,  May  15, 1999 
JamesA.Tulsky.MD 


In  the  Talmud,  the  codification  of  Jewish  oral  law,  the 
Rabbis  wrote:  "Whosoever  visits  the  sick  must  not  sit  upon  the 
bed,  or  on  a  stool  ora  chair,  but  must  reverently  robe  himself  and 
sit  upon  the  ground,  because  the  Divine  Presence  rests  above  an 
invalid's  bed.'''  This  singular  dictum  embodies  much  of  what 
the  Jewish  tradition  can  teach  physicians  today.  I  offer  for 
your  reflection  three  themes  prompted  by  that  text;  written 
on  a  3x5  note  card,  they  could  fit  in  a  white  coat  pocket,  to 
go  with  you  as  you  enter  the  profession. 


Awe 

Imagine  how  we  would  behave  if  every  time  we  walked  into 
a  patient's  room  we  remembered  the  divine  presence  hover- 
ing over  the  bed.  We  would  be  in  wonderment,  we  would  be 
a  bit  afraid,  and  we  would  be  ultimately  respectful.  We  might 
not  have  ten  people  standing  around  the  bed,  speaking  as  if 
the  patient  were  not  there.  We  might  stoop,  might  get  down 
on  our  knees,  would  at  least  pull  up  a  chair  to  be  at  the 
patient's  level. 

Abraham  Joshua  Heschel,  one  of  the  foremost  Jewish 
scholars  of  this  century  wrote:  "The  body  is  a  sanctuary,  the 
doctor  is  a  priest."-  The  notion  of  the  body  as  a  temple  inspires 
great  respect.  How  should  we  conduct  ourselves  in  a  sanctu- 
ary? With  reverence.  With  deference.  We  would  walk  and 
talk  sofdy.  Those  of  you  about  to  begin  an  internship,  to 
perform  procedures,  to  assist  in  the  operating  room  need  to 
remember  the  sanctuary.  Be  mindful  of  its  exquisite  detail,  of 
its  walls  and  rooms  and  entryways  .  .  .  and  honor  it. 

Awe  sometimes  comes  when  you  least  expect.  Two  years 
ago  I  took  care  of  a  man  whose  lung  cancer  had  spread  to  his 
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brain.  He  was  in  his  young  50s  and  had  a  14-year-old  son.  He 
was  terminally  ill  and  suffering  deeply,  not  so  much  from  the 
physical  symptoms  (which,  thankfully  we  had  under  fairly 
good  control)  but  from  an  overwhelming  sense  of  looming 
loss.  Neither  he  nor  his  wife  knew  how  to  handle  this,  and 
their  visits  to  the  office  were  laden  with  anxiety,  fear  and 
desperation.  They  had  a  lot  of  practical  concerns  -  they  were 
financially  on  the  edge  and  the  illness  was  making  them 
poorer.  Their  son  was  having  trouble  in  school,  and  with  the 
law.  My  patient  knew  that  he  would  die  soon  without  being 
able  to  shepherd  his  son  through  these  difficulties.  His  wife 
was  overwhelmed  by  even  trying  to  imagine  life  without  him. 
Then  something  changed.  I'm  really  not  sure  what  hap- 
pened, what  I  said  (if  anything)  or  did,  but  suddenly  each 
began  to  tell  the  other  the  story  of  their  love.  In  my  presence, 
they  shared  how  they  had  met  twenty  years  earlier  while 
working  in  the  same  factory,  began  dating,  fell  in  love,  had  a 
child,  and  shared  a  life  together.  They  were  not  speaking  to 
me,  although  I  was  present.  They  were  sharing  a  very  private 
moment  together.  And  with  that  sharing,  all  the  anxiety  and 
fear  and  desperation  cleared  -  at  least  for  those  moments.  For 
me,  there  was  no  response  except  awe.  I  was  cloaked  in 
reverence  and  sitting  on  the  floor.  It  was  my  privilege  just  to 
be  there. 

Honor  and  cherish  the  awe  that  medicine  and  patients 
inspire  in  us  every  day. 


Obligation 

For  many,  the  second  and  perhaps  the  dominant  theme  of 
the  Jewish  tradition  is  obligation.  The  Talmud  says  that  the 
visitor  to  the  sick  must  not  sit  upon  the  bed,  but  must 
reverently  robe  himself  The  practice  of  medicine  is  full  of 
uncertainty.  "Must"  language  is  unusual  in  medicine  because 
there  is  an  exception  to  almost  every  rule.  But  our  tradition 
speaks  with  considerable  authority  about  some  things. 

The  Judaic  perspective  on  the  role  of  the  doctor  and  the 
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Prayer  of  the  Physician 


Exalted  God: 


Before  I  begin  the  holy  work  of  healing  the  creations  of  you  r  hands,  I  place  my  entreaty  before  the 
throne  of  glory  that  you  grant  strength  of  spirit  and  fortitude  to  faithfully  execute  my  work.  Let  not 
desire  for  wealth  or  benefit  blind  me  from  seeing  truth .  Deem  me  worthy  of  seeing  in  the  sufferer  who 
seeks  my  advice  a  person — neither  rich  nor  poor.  Friend  or  foe,  good  or  bad,  of  someone  in  distress, 
show  me  only  the  person.  If  doctors  wiser  than  I  seek  to  help  me  understand,  grant  me  the  desire  to 
learn  from  them,  for  the  knowledge  of  healing  is  boundless.  But  when  fools  deride  me,  give  me 
fortitude!  Let  my  love  for  my  profession  strengthen  my  resolve  to  withstand  the  derision  even  of 
people  of  high  station.  Illuminate  the  way  for  me,  for  any  lapse  in  my  knowledge  can  bring  illness  and 
death  upon  yourcreations.  I  beseech  you,  merciful  and  gracious  God,  strengthen  me  in  body  and  soul, 
and  instill  within  me  a  perfect  spirit. 


patient  differs  greatly  from  the  prevailing  American  ethos. 
Our  country  was  founded  on  Libertarian  notions:  "Give  me 
liberty  or  give  me  death!"  "Don't  tread  on  me!"  "Live  free  or 
die!"  Even  in  the  face  of  repeated  episodes  of  senseless 
violence,  many  of  our  countrymen  persist  in  advocating  the 
unrestricted  right  to  keep  and  bear  arms.  Medicine  is  hardly 
immune  from  the  pervasive  influence  of  such  language.  As  a 
result,  in  modem  medical  ethics  autonomy  is,  arguably,  the 


dominant  principle.  In  practice,  this  sentiment  is  expressed 
as  rights.  We  talk  of  a  Patient  Bill  of  Rights;  the  right  to 
refuse  treatment;  the  right  to  choice;  the  right  to  die.  Doctors 
also  speak  about  rights  (the  right  to  refuse  to  administer  futile 
treatments;  the  right  to  practice  medicine  without  interfer- 
ence by  government  or  third  parties;  even  the  right  to  choose 
whom  we  treat).  Interestingly,  I'm  not  sure  that  anywhere 
does  Jewish  thought  speak  of  rights,  at  least  with  respect  to 


A  Benign  Historical  Hoax 

Moses  Maimonides  (11 35  -1204)  was  a  renowned 
physician,  author,  and  Biblical  and  Talmudic  scholar. 
(His  name  was  Moses  Ben  Maimon.  Ben  means  "the  son 
of  and  thus  Moses,  the  son  of  Maimon.  Among  Jews, 
his  name  is  often  converted  to  an  acronym  thus;  RAbbi 
Moses  Ben  MAimoN  or  "the  RAMBAM".  The  name 
"Maimonides"  is  Greek.)  The  prayer  attributed  to  him. 
which  appears  on  the  walls  of  innumerable  physicians' 
offices,  is  a  lofty  and  beautiful  prayer.  It  also  is  one  of 
medicine's  long-standing  historical  hoaxes. 

The  prayer  first  appeared  in  a  German  periodical  in 
1783  and  was  probably  written  by  Dr.  Markus  Herz 
(1747-1802).  a  celebrated  Berlin  physician.  Its  errone- 
ous attribution  to  Maimonides  seems  to  have  been  either 
a  mistake  or  a  hoax  by  a  late  1 8th-  or  early  1 9th-century 
newspaper  editor.  The  inaccuracy,  in  any  case,  has  been 
perpetuated. 

While  much  has  been  written  about  this  hoax  and 
the  true  authorship,  one  of  my  favorite  exchanges  on  the 
subject  dates  from  1917.  when  Sir  William  Osier  wrote 
to  Joseph  H.  Hertz.  Chief  Rabbi  of  the  British  Empire, 
with  an  inquiry  concerning  the  authorship  of  the  prayer. 


Hertz  responded; 

"Deal"  Sir  William. 

"Some  2  years  ago  you  inquired  of  me  as  to  the 
'Physician's  Prayer'  attributed  to  Maimonides.  I  can  now 
give  you  the  following  information  on  the  subject. 

"The  prayer  is  the  production  of  Dr.  Markus  Herz 
(1747-1802).  a  friend  and  pupil  of  Immanuel  Kant  and  of 
Moses  Mendelssohn  [grandfather  of  the  composer  Felix 
Mendelssohn — Ed.].  He  was  physician  to  the  Jewish 
Hospital  in  Berlin.  The  prayer  was  composed  by  him  in 
the  German  language  and  was  published  in  a  Hebrew 
translation  in  the  Periodical  Ha-Meassef  The  current 
English  version  seems  to  be  from  this  Hebrew  translation 
and  first  appeared  in  the  London  paper  "Voice  of  Jacob" 
on  the  24th  December,  1841. 

"Sincerely  yours, 
J.H.  Hertz" 

The  prayer  contains  moral  and  ethical  standards  to 
direct  the  physician's  conduct.  It  is,  however,  of  modem 
and  not  medieval  origin. 

— Edward  C.  Halperin,  Deputy  Editor 
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healing.  Rather,  the  tradition  espouses  obhgations.  Patients 
have  an  obligation  to  seek  healing.  Physicians  have  an 
obligation  to  heal.  For  the  physician,  that  obligation  reaches 
the  level  of  a  initzvuh.  a  commandment.  It  is  not  permissive. 
not  something  that  may  be  done.  It  is  something  that  must  be 
done. 

According  to  Jewish  tradition,  with  the  medical  degree 
come  obligations.  Graduates  assume  a  collection  of  "musts" 
simply  by  acquiring  an  MD  following  their  name.  The  next 
time  you  fly  on  an  airplane  and  the  flight  attendant  asks  on 
the  overhead  page  if  there  is  a  physician  on  board  to  help  a 
sick  passenger,  you  have  no  choice  but  to  press  the  call 
button.  You  have  acquired  unique  obligations.  Some  patients 
will  challenge  your  authority.  Some  patients  will  make  you 
angry.  Some  patients  will  seem  frankly  abusive.  For  all  the 
many  patients  that  you  will  love,  some  you  will  simply  dislike. 
And  yet,  your  obligation  is  to  find  a  way  to  make  every 
relationship  work. 

Recently,  a  friend  told  me  a  story  that  exemplifies  the 
tension  that  exists  in  American  medicine  between  rights  and 
obligations.  Her  parents  are  elderly  and  have  mild  to  mod- 
erately severe  medical  problems.  Both  have  been  seeing  the 
same  physician  for  25  years.  Her  mother  saw  the  doctor  only 
sporadically,  when  she  felt  ill:  her  father  saw  him  more 
regularly  for  treatment  of  hypertension.  About  six  months 
ago,  the  doctor  referred  her  father  to  another  physician  for 
treatment  of  his  hypertension.  The  father  didn't  really  under- 
stand that  the  doctor  was,  in  fact,  transferring  his  care,  not 
just  sending  him  to  a  specialist  for  a  consultation.  Then,  a  few 
weeks  later  my  friend's  mother  called  to  make  an  appoint- 
ment for  an  annual  check-up.  She  was  told  that  the  doctor 
would  no  longer  be  seeing  her.  His  office  staff  said  that  since 
the  doctor  had  transferred  her  husband's  care  to  another 
physician,  he  would  need  to  transfer  her  care  as  well.  He 
recommended  that  she  see  the  husband's  new  doctor.  There 
was  no  explanation  as  to  why  the  doctor  would  no  longer  see 
this  couple,  except  that  my  friend"  s  father  could  be  "difficult." 
I  really  don't  know  the  details  of  what  happened  here. 
Possibly,  my  friend's  father  did  not  follow  the  prescribed 
treatment,  or  was  too  independent  minded  about  his  care. 
Possibly,  their  insurance  coverage  was  considered  inad- 
equate. Certainly,  there  was  no  truly  egregious  behavior 
leading  to  dissolution  of  the  doctor-patient  contract.  But  the 
details  are  irrelevant.  What  is  important  is  the  reaction  of 
these  elderly  patients.  They  were  devastated.  They  felt 
rejected  and  hurt.  They  had  seen  one  physician  for  25  years, 
and  now,  getting  older  and  more  in  need  of  care,  they  had  to 
develop  new  relationships  with  a  new  doctor.  They  won- 
dered what  was  wrong  with  them  that  their  doctor  would  do 
this. 

According  to  law  and  the  Code  of  the  Ethics  of  the 
American  Medical  Association  "physicians  are  free  to  choose 
whom  they  will  serve."'  This  physician  had  every  right  to  act 
as  he  did,  as  long  as  he  ensured  adequate  follow-up.  When 


questioned,  the  physician  and  his  office  staff  defended  their 
right  to  stop  care.  If  sued,  I  know  he  would  win  in  court.  But, 
in  exercising  his  right,  this  doctor  abandoned  his  obligations 
to  an  elderly  man  and  woman.  1  don't  like  what  happened 
here.  The  outcome  was  consistent  with  the  law  and  prevail- 
ing views  of  medical  ethics,  but  I  draw  on  another  source  for 
guidance.  The  Jewish  community  of  traditions  says  that 
certain  obligations  trump  rights.  Sometimes  we  are  bound  to 
duty  more  than  to  our  entitlements. 


Modesty 

The  dictum  that  led  off  this  essay  said  that  the  visitor  at  the 
bedside  should  sit  lower  than  the  patient.  Perhaps  this  is  a 
reminder  of  how  the  power  relationship  ought  to  be  estab- 
lished between  physician  and  patient.  We  tend  to  look  down 
on  patients,  literally  and  figuratively.  I  think  there  is  a  lot  to 
learn  when  we  begin  looking  up  to  those  for  whom  we  care. 

The  dominant  view  in  Rabbinic  literature  is  that  healing 
is  a  partnership  between  man  and  God.  Doctors  cannot  heal 
alone.  In  fact,  the  medications,  procedures  and  other  inter- 
ventions of  medicine  are  seen  as  the  work  of  God  on  earth. 
Since  doctors  are  not  the  ultimate  agents  of  healing,  they  ( we) 
cannot  take  credit  for  healing.  This  modesty  is  embodied  in 
the  Maimonides  prayer  of  the  physician.  "Deem  me  worthy," 
the  physician  asks.  "Grant  me  the  desire  to  learn  from  doctors 
wiser  than  me."  Contrast  this  with  the  Hippocratic  oath::  "I 
will  prescribe  regimen  for  the  good  of  my  patients  according 
to  my  ability  and  my  judgment .  .  .  May  I  enjoy  my  life  and 
practice  my  art,  respected  by  all  men  and  in  all  times."  There 
is  much  value  in  the  Hippocratic  corpus.  Unfortunately, 
modesty  is  a  virtue  lost  in  those  writings. 

The  Talmud  contains  the  following  enigmatic  state- 
ment: "The  best  of  physicians  are  destined  for  hell."''  Many 
interpretations  have  been  offered  for  this  statement.  Rashi,  a 
medieval  French  Jewish  commentator,  suggested  that  it  is  a 
censure  of  the  physician's  tendency  to  disavow  reliance  upon 
God,  the  partner  in  healing.  The  religion  chastises  physicians 
who  are  arrogant  enough  to  believe  that  they  heal  on  their 
own."'  A  more  modem  commentator  says  it  means  that 
physicians  who  consider  themselves  the  best  of  physicians  are 
destined  to  reside  in  hell  for  the  sins  of  pride  and  murder.' 
Pride  meaning  the  failure  of  modesty:  murder  meaning  that 
haughty  physicians  who  fail  to  consult  others  thereby  harm. 
even  kill  their  patients. 

Perhaps  this  commentary  is  also  a  reminder  to  take 
serious  note  of  the  roles  of  other  professionals  who  will  assist 
us  in  easing  the  patient's  suffering.  Nurses,  chaplains,  social 
workers  and  others  all  hold  place  at  the  bedside.  They  all  sit 
on  the  floor  with  you,  the  physician.  Notice,  too,  that  the 
quote  speaks  of  "he  who  visits  the  sick."  It  does  not  differen- 
tiate between  doctor,  nurse  and  layperson.  Some  might  ask: 
"Can't  I  claim  credit  for  what  I  do?  For  my  hard  work  and  the 
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complex  knowledge  and  skill  I  bring  to  my  to  my  patients?" 
ril  respond  with  the  words  (again)  of  Abraham  Joshua 
Heschel:  ''Medicine  is  prayer  in  the  form  of  a  deed."- 

Prayer  is  devotion.  Prayer  is  meditation.  Prayer  is  praise. 
Prayer  is  plea.  We  don't  take  credit  for  our  prayers.  We  are 
not  proud  of  our  prayers.  We  don't  talk  about  our  prayers  to 
others.  We  pray  because  of  awe,  obligation  and  need.  Thus, 
our  prayers  ought  to  be  enveloped  in  modesty.  If  medicine  is 
prayer  in  the  form  of  a  deed,  then  our  practice  of  medicine 
ought  to  be  enveloped  in  modesty. 

In  a  few  moments  we  will  recite  the  Prayer  of  a  Jewish 
Physician.  Listen  for  the  awe.  Listen  for  the  obligation.  And 
listen  for  the  modesty.  All  of  these  are  woven  through  the 
fabric  of  this  prayer.  And,  in  the  future,  as  you  sit  on  the  floor 
at  the  side  of  your  patients,  robe  yourselves  reverentially  in 
that  fabric  and  bring  a  piece  of  your  tradition  to  the  bedside. 
You  are  blessed  to  be  physicians.  Seek  and  rejoice  in  the  awe, 
fulfill  the  obligation,  and  practice  in  modesty. 
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Sure... 

you're  a  good  physician, 
but  can  you  write? 

Most  physicians  today  need  more  than  knowledge  of  medicine 
and  good  clinical  ability  to  be  successful.  One  of  the  tools  you 
need  is  the  ability  to  write  well;  to  be  able  to  put  together  a  report 
of  research  that's  worth  publishing,  to  write  a  grant  proposal 
that's  fundable,  to  prepare  a  paper  or  exhibit  for  presentation 
that's  well  received. 

We  don't  guarantee  that  you'll  write  a  best  seller  or  get  a 
million-dollar  grant,  but  we  can  guarantee  that  if  you  join  us, 
you'll  learn  how  to  improve  your  writing,  enhance  the  quality  of 
your  presentations,  and  keep  up-to-date  with  developments  in 
areas  like  desktop  publishing. 

We're  an  organization  founded  by  physicians  50  years  ago, 
and  we're  over  3000  strong.  Among  our  members  are  people  like 
you,  for  whom  writing  has  become  an  increasingly  important  part 
of  life.  Find  out  more  about  us. 

Send  this  coupon  or  call  the  American  Medical  Writers 
Association  national  office  at  301-493-0003. 


Executive  Director,  AMWA 

9650  Rockville  Pike 

Bethesda,  MD  20814 

Please  send  AMWA  information  to: 

Name  


Address  . 


Title  (or  specialty) . 
City 


State. 


Zip. 
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TRAILBLAZING  TARHEELS 


Early  Women  Physicians  of  Eastern 
North  Carolina 

Lula  Disosway,  MD,  Malene  Grant  Irons,  MD, 
and  Isa  Grant,  MD 

Jessica  Lee  Mega,  Lesly  Tamarin  Mega,  MD,  and  Cynthia  Yvonne  King,  MD 


History  can  serve  "as  an  organizing  tool,  as  a  vehicle  for 
gaining  social  and  political  perspective,  as  a  source  of  impor- 
tant role  models,  and  as  a  goad  for  reform."'  This  sentiment 
led  us  to  explore  the  lives  of  early  women  physicians  in  eastern 
North  Carolina.  Who  were  these  early  pioneers?  What  were 
their  struggles,  their  successes? 

We  reviewed  the  literature  concerning  women  physi- 
cians in  eastern  North  Carolina  and  examined  medical 
society  records  and  other  historical  collections,  focusing  our 
study  on  women  who  graduated  from  medical  school  during 
the  early  1900s.  A  questionnaire  was  devised  to  guide  in- 
depth  oral  interviews  with  the  surviving  physicians  or  their 
families  or  both.  We  explored  each  physician's  lifestyle, 
accomplishments,  disappointments,  and  support  systems. 
This  paper  introduces  three  of  the  women  studied.  Each 
entered  the  medical  profession  at  a  time  when  women 
accounted  for  only  4-6%  of  physicians  in  the  United  States, 
and  faced  varying  degrees  of  gender  discrimination  -  includ- 
ing being  denied  entry  into  medical  schools  or  acceptance  on 
hospital  staffs.  All  of  the  "trailblazing  tarheels"  in  our  study 
demonstrated  the  strength  to  overcome  numerous  obstacles. 
Because  of  spirit  and  determination  like  theirs,  women  are  no 
longer  a  struggling  minority  in  medical  school  classes. 


Ms.  Mega  is  a  3rd-year  medical  student  at  Yale  University;  Dr. 
Mega  is  Professor  of  Child  and  Adolescent  Psychiatry  and  Direc- 
tor of  Medical  Student  Education  in  Psychiatry  at  East  Carolina 
University;  Dr.  King  is  Clinical  Assistant  Professor  of  Child  and 
Adolescent  Psychiatry  at  The  University  of  New  Mexico.  Research 
forthis  study  was  conducted  at  East  Carolina  University  School  of 
Medicine.  Address  correspondence  to  Dr.  Mega  at  the  Depart- 
ment of  Psychiatric  Medicine,  Brody  School  of  Medicine  at  East 
Carolina  University,  600  Moye  Boulevard,  Brody  4E-98B, 
Greenville,  NC,  27858. 


Lula  Marjorie  Disosway,  MD  (1897  - 1973) 

In  the  coastal  town  of  New  Bern,  Reginald  and  Lula  Stanley 
Disosway  greeted  the  arrival  of  Lula  Marjorie  Disosway  on 
January  9,  1897.  She  was  healthy  during  her  early  years,  but 
at  age  five  young  Lula  contracted  meningitis.  Meningitis  has 
always  been  a  formidable  medical  challenge,  and  Lula's 
physicians  assumed  that  she  would  die.  Lula"  s  parents  prayed 
continuously  at  their  daughter's  bedside,  and  miraculously, 
despite  the  ominous  prognosis,  Lula  recovered  and  devel- 
oped into  an  active,  energetic  youth. 

Lula  dreamed  originally  of  becoming  a  missionary  evan- 
gelist, but  she  abandoned  this  notion  during  her  senior  year 
in  college  after  reading  in  Dr.  David  Livingstone "  s  memoir  of 
Africa,  that  "to  heal  the  body  is  to  open  an  avenue  to  the  soul." 
Inspired  by  this  statement,  Lula  decided  to  become  a  doctor 
-  but  first  she  had  to  complete  an  earlier  obligation  to  teach 
at  Moyock  High  School.  After  teaching  and  serving  as 
principal  at  Moyock,  Lula  Disosway  took  pre-medical  courses 
at  Johns  Hopkins  University,  then  entered  the  Women's 
Medical  College  of  Pennsylvania  in  1921.  In  1925,  she 
became  the  first  woman  intern  at  James  Walker  Hospital  in 
Wilmington,  North  Carolina,  a  remarkable  appointment, 
because  17  states  rejected  women  interns  outright,  and  most 
opportunities  for  women  were  found  in  Pennsylvania,  New 
York,  and  California — not  North  Carolina. 

When  her  internship  was  completed,  the  National 
Episcopal  Church  encouraged  Dr.  Disosway  to  sail  to  Shang- 
hai. China,  in  1926.  She  learned  Chinese  at  Sochow  Univer- 
sity and  was  assigned  to  head  a  150-bed  hospital,  with  only 
one  other  doctor  to  assist  her.  The  burden  of  responsibility 
forced  Dr.  Disosway  to  become  proficient  in  several  medical 
specialties,  including  surgery.  One  of  her  most  remarkable 
operations  involved  removing  a  watermelon-sized  fibroid 
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Figure  2.  Dr.  Disosway  (back  row,  third  from  left)  and  staff  in  a  crowded  Ctiinese  nursery. 
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from  a  patient's  uterus  (Figure  1 ).  In  addition  to  general 
surgery.  Dr.  Disosway  became  proficient  in  obstetrics  and 
was  appointed  professor  in  1938. 

Her  medical  achievement  served  her  well,  especially 
during  the  skirmishes  between  Japan  and  China  that  pre- 
ceded WWII.  Masses  of  pregnant  women  and  other  refugees 
crammed  into  the  cities,  and  so  many  babies  were  bom  that 
lack  of  nursery  space  forced  the  nurses  to  house  newborns  in 
dresser  drawers.  Dr.  Disosway  wrote  in  a  missionary  maga- 
zine: "Out  of  the  lazy  humdrum  summer  came  mmorsof  war. 
Fifty  thousand  people  poured  in  over  night.  Then  came  the 
crash  of  Friday  August  13,  1937.  It  was  unbelievable.  Dead 
and  dying  were  brought  in,  operations  were  running  day  and 
night,  and  babies  were  bom  at  the  rate  of  fourteen  to  twenty 
in  24  hours.  .  .  All  the  gas  was  cut  off,  leaving  the  hospital 
with  no  way  to  sterilize.  The  whole  routine  had  to  be  changed 
within  the  twinkling  of  an  eye.  Thanks  to  our  loyal  nurses  and 
doctors,  it  was  done  and  done  smiling.  We  leamed  to  deliver 
babies  using  three  towels  instead  of  six  and  yet  keep  sterile. "- 
(Figure  2) 

As  the  war  in  the  Pacific  escalated.  Dr.  Disosway  wrote, 
"We  have  been  in  danger  many  times.  Shells  have  fallen  on 
our  compound,  through  the  roof  of  the  doctors'  houses  and 
on  the  hospital.  .  .  A  shell  came  through  the  roof  of  our 
children's  ward,  tore  off  the  side  of  a  table,  and  landed  in  a 
critically-ill  child"  s  bed."-  Finally,  after  1 5  years  of  service  and 
most  reluctantly.  Dr.  Disosway  had  to  leave  China  and  return 
home  to  North  Carolina.  She  did  not  stay  long,  however. 
The  church  urged  her  to  try  Alaska,  which  needed  physi- 
cians. At  Fort  Yukon,  13  miles  above  the  Arctic  Circle,  Dr. 
Disosway  was  the  only  doctor  within  600  miles.  The  six 
months  that  she  agreed  to  spend  in  Alaska  stretched  into 
eight  years  (Figure  3). 

Dr.  Disosway  eventually  did  get  back  to  North  Carolina. 
In  1948,  she  returned  to  care  for  her  ailing  mother  and 
remained  faithful  to  this  responsibility  until  her  mother  died 
in  July,  1954.  Later  that  year,  she  became  Director  of  the 
Good  Shepherd  Hospital  for  Blacks  and,  with  her  mission- 
ary spirit  intact,  dedicated  herself  to  work  in  the  hospital's 
adjunct  clinic.  She  organized  free  prenatal  clinics,  provided 
instruction  on  the  care  of  infants,  and  delivered  babies  until 
her  death  in  1973.  She  had  once  been  in  love  (and  received 
aproposal  of  marriage),  but  Dr.  Disosway  never  did  marry  or 
have  children.  Instead,  her  missionary  zeal  provided  an 
extended  family  across  the  worid. 

Malene  Grant  Irons,  MD  (1 91 5  - )  and  Isa 
Grant,  MD  (1915 -1981) 

Twin  sisters  Malene  and  Isa  Grant  were  bora  on  April  18, 
1915,  in  Sunbury,  North  Carolina.  Their  mother  died  48 
hours  later,  leaving  their  Methodist  minister  father  and  their 
grandparents  to  raise  them.  But,  as  Dr.  Malene  Irons  ex- 


plained to  us,  "we  would  have  died,  if  our  neighbor  had  not 
breast-fed  us."  She  further  stated  that  she  and  her  sister 
inherited  many  of  their  dead  mother's  characteristics,  includ- 
ing personal  determination  and  intellect  -just  the  character- 
istics that  propelled  the  dynamic,  red-haired  twins  to  success 
as  pioneering  North  Carolina  physicians. 

When  asked  about  the  decision  to  become  doctors,  Dr. 
Malene  Irons  remembered:  "With  friends,  we  would  go  out 
and  sit  in  the  swing  under  the  tree  and  decide  what  we  were 
going  to  do  when  we  grew  up.  At  first,  my  sister  and  I  thought 
we'd  write  books  like  Little  Women.  But  then,  we  thought  the 
strongest  people  in  those  books  were  the  nurses;  so,  we 
informed  our  father  and  grandparents  that  we  were  going  to 
be  nurses."  The  family  supported  their  desire  to  enter  the 
medical  field,  but  thought  they  should  aim  toward  being 
doctors  when  they  grew  up  (Figure  4). 

After  high  school  in  Wilson,  NC,  Malene  and  Isa 
entered  East  Carolina  Teachers  College  (now  East  Carolina 
University).  "The  faculty  at  East  Carolina  were  very  surprised 


Figure4.'TheTwins":Maleneand  Isa  Grant. 
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Figure  5.  Dr.  Malene  Grant  Irons  (right)  in  front  of  the  developmental/educational 
center  named  in  her  honor. 

when  we  told  them  we  wanted  to  take  pre-medical  course,s. 
They  did  not  have  a  planned  pre-medical  curriculum.  How- 
ever, they  did  suggest  that  we  major  in  science  and  English." 
The  twins  graduated  from  East  Carolina  at  the  age  of  1 6  and 
then  took  the  necessary  pre-medical  courses  at  Duke  Univer- 
sity. With  a  sparkle  in  her  eye.  Dr.  Irons  said  "Would  you 
believe,  we  weren't  accepted  to  Duke  University  School  of 
Medicine  because  they  said  we  were  too  frail  to  be  doctors!" 
So  the  twins  taught  high  school  science  until  they  had  raised 
enough  money  to  enroll  at  the  Medical  College  of  Virginia 
in  1937.  There  they  made  ends  meet  by  typing  papers  for 
other  students. 

Malene  Irons  met  her  future  husband  as  a  first  year 
medical  student.  "Fred  and  I  worked  next  to  each  other  in  the 
physiology  lab,  and  he  found  out  I  could  do  some  things  too. 
He  asked  me  out,  and  we  dated  during  the  freshman  year." 
By  the  end  of  the  second  year,  they  had  decided  to  marry;  the 
bride's  father.  Reverend  Thomas  Grant,  performed  the 
ceremony.  The  couple  moved  into  a  tiny  apartment  ("only  a 
room  and  a  small  bath")  near  the  school,  but  it  was  home 
despite  its  dimensions,  and  Isa  was  a  frequent  visitor. 

After  graduation  in  1941,  the  Ironses  stayed  in  Rich- 
mond to  complete  their  training.  Malene  Irons  recalled,  "My 
one  year  of  internship  and  three  years  of  pediatric  residency 
were  quite  busy.  Many  nights  I  would  stay  at  the  hospital  and 


rest  wherever  possible.  I  used  to  sleep  in  a 
crib  in  the  sick  baby  nursery  when  there 
were  no  stretchers  to  sleep  on.  The  nurses 
would  wake  me  up  when  1  was  needed; 
and  since  that  time,  I  acquired  a  fondness 
and  respect  for  nurses  who  worked  with 
newborns." 

In  1945,  the  couple  moved  to 
Greenville,  NC.  Malene  was  the  town's 
first  female  physician,  but  acceptance  by 
her  medical  colleagues  came  slowly:  "It 
took  the  male  physicians  three  years  to 
trust  me  enough  to  send  their  patients  to 
me.  Luckily  a  new  pediatrician  [Dr.  Earl 
Trevathan]  came  to  town  and  shared  pa- 
tient coverage  with  me."  Because  of  this 
partnership,  Malene  Irons  was  finally  ac- 
cepted by  the  medical  community.  The 
shared  patient  load  provided  Dr.  Irons  an 
added  benefit:  time  for  a  family.  In  fact, 
between  1946  and  1951  and  while  con- 
tinuing her  medical  practice,  she  gave 
birth  to  three  sons. 

Intermittently  between    1951    and 
1963,  Dr.  Irons  served  as  Chief  of  Pediat- 
rics at  Pitt  County  Memorial  Hospital. 
Her  interest  turned  towards  learning  dis- 
abled and  multiply  disabled  children. 
Moved  by  the  lack  of  programs  for  such 
children.  Dr.  Irons  wrote  a  federal  grant  to  fund  a  day  care 
program.  The  government  responded  positively,  and  Dr. 
Irons  opened  the  Remedial  Education  Activity  Program  in 
1964.  Interestingly,  the  transition  from  Pediatrician  to  Pro- 
gram Director  was  a  struggle:  "It  was  terrible  at  first  because 
I  didn't  feel  I  was  helping  people.  In  pediatrics,  I  saw  forty 
or  fifty  children  in  a  day  and  they  got  better;  but  in  the 
developmental  clinic,  1  saw  one  or  two  a  day,  and  they  did  not 
improve  much.  Soon  though,  I  did  begin  to  see  improve- 
ment. I  knew  this  clinic  was  important  for  this  area  and  was 
convinced  that  our  work  here  was  just  as  important  as 
pediatrics  had  been." 

Dr.  Irons  dedicated  the  rest  of  her  professional  life  to 
helping  children  with  developmental  problems.  In  1970,  a 
building  was  constructed  to  house  the  Developmental  Clinic 
and  Remedial  Education  Activity  Program.  The  Greenville 
community  appropriately  named  this  building  fo)  Dr.  Irons 
in  honor  of  her  outstanding  medical  contributions  (Figure  5 ). 
Like  her  sister,  Dr.  Isa  Grant  became  a  pediatrician.  She 
interned  for  one  year  in  Wilkes  Barre,  PA,  then  returned  to 
the  Medical  College  of  Virginia  for  residency  training  before 
setting  up  a  private  practice  in  Franklin,  VA,  in  1944.  Her 
busy  practice  often  kept  her  working  six  to  seven  days  a  week, 
but  all  this  changed  after  six  months.  Isa  contracted  tubercu- 
losis. She  spent  two  years  at  Catawba  Sanitarium;  following 
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her  recovery,  she  accepted  a  staff  position  and  stayed  for 
another  four  years.  The  years  at  the  sanitarium  changed  her 
view  of  life:  "I  don't  think  I've  ever  gotten  terribly  worried 
about  anything  since  that  time."' 

After  leaving  the  sanitarium.  Dr.  Grant's  interests  turned 
toward  public  health.  She  became  Chief  of  Maternal  and 
Child  Health  for  the  city  of  Richmond  and  an  Instructor  in 
Pediatrics  at  the  Medical  College  of  Virginia.  Later,  she 
returned  to  North  Carolina  where,  from  1954  to  1957,  she 
served  as  the  Assistant  Health  Director  of  the  Wake  County 
Health  Department  under  Dr.  Bulla.  In  search  of  more 
training,  she  earned  a  Masters  in  Public  Health  at  the 
University  of  North  Carolina  at  Chapel  Hill.  Following  the 
death  of  Dr.  Bulla,  she  became  the  Health  Director  of  Wake 
County,  and  when  Wake  County  started  a  Medical  Exam- 
iner System  in  1963,  she  added  the  position  of  Chief  Medical 
Examiner.  Like  most  health  professionals  at  the  time,  she 
had  lamented  the  fact  that  lay-coroners,  without  medical 
experience,  were  required  to  determine  causes  of  death.  After 
Dr.  Grant  assumed  the  post,  the  Medical  Examiner  was  at 
last  qualified  to  investigate  medical  issues  such  as  deaths 
caused  by  infectious  diseases  or  accidental  poisonings. 

The  budget  was  cut  five  years  later,  and  Dr.  Grant 
resigned  her  two  Wake  County  posts  to  become  the  first 
woman  Director  of  Public  Health  in  Chowan.  Perquimans, 
Pasquotank,  and  Camden  counties.  Afterwards,  she  as- 
sumed the  roles  of  Chief  of  Chronic  Disease  of  the  State 
Board  of  Health  in  Raleigh  (1968  -  1973)  and  then  Assistant 
State  Health  Director  for  Local  Services  (1979  -  retirement). 
In  addition  to  her  service  in  North  Carolina,  Dr.  Grant 
traveled  to  Bolivia,  where  she  immunized  2,800  people 
during  a  yellow  fever  epidemic.  Her  experiences  in  Bohvia 
inspired  others  to  similar  humanitarian  acts. 

Even  though  the  twins'  careers  diverged,  the  two  re- 
mained extremely  close.  Over  the  years,  they  would  read 
about  each  other's  specialties  and  talk  on  a  daily  basis.  Their 
support  of  one  another  and  that  of  family  and  friends  helped 
each  to  face  the  challenges  of  a  career  in  medicine  and  to 
derive  great  pleasure  from  her  profession. 


The  Lessons  of  History 

The  life  stories  of  Drs.  Disosway,  Irons,  and  Grant,  show 
that  each  of  these  women  lived  to  serve  and  heal  the  sick 
around  them.  As  one  of  their  medical  colleagues  noted, 
'They  put  their  patients  first,  to  the  extent  that  they  could. 
They  were  family  people,  but  they  went  out  of  their  way  to 
meet  patients'  needs."'*  Certainly,  each  of  these  three  dis- 
proved the  prevailing  notion  that  women  were  too  frail  to 
serve  as  doctors. 

Dr.  Disosway' s  eulogy  (1973)  describes  "a  dynamic 
bundle  of  energy,  strength,  and  courage,  who  could  keep  up 
with  and  surpass  most  in  work  or  accomphshment."  Dr. 


Irons  said:  "I  think,  if  a  woman  plans  effectively  and  makes 
the  right  choices,  she  can  do  medicine  without  straining  her 
husband  or  children. .  .  I  had  two  people  who  helped  us,  one 
who  looked  after  the  children  and  their  clothes  and  one  who 
cooked  and  cleaned.  Help  was  absolutely  essential."  Dr. 
Grant  confidently,  yet  humbly,  explained  in  the  News  and 
Observer  that  "It  takes  self-discipline,  persistence,  and  sup- 
port to  become  a  doctor,  but  anyone  can  do  it. ..It  is  mostly 
sweat."'  Dedication  to  their  patients  and  relentless  energy, 
allowed  Drs.  Disosway,  Irons  and  Grant  to  blaze  a  trail  for 
women  who  follow.  North  Carolina  can  be  proud  of  these 
women  pioneers. 
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MEDICINE   AT   THE   THRESHOLD 


Bioterrorism 

A  New  Threat  with  Psychological  and  Social  Sequelae 


C.  Gregory  Smith  MD,  MPH,  Philip  E.  Veenhuis  IVID,  MPH,  and  J.  Newton  MacCormacl<,  iVlD,  IVIPH 


Even  in  stable  societies,  destabilization  or  radical  change  can 
result  from  economic  or  environmental  disaster,  war,  or  any 
societal  upheaval  that  leads  to  agitation,  street  disorder,  and 
intimidation.  Terrorism— a  violent  and  often  lethal  form  of 
intimidation— is  intended  to  destabilize  societies  by  causing 
fear,  panic,  social  disorder,  and  economic  chaos.'  Individual 
or  group  terrorism  can  lead  to  guerrilla  or  civil  war  (as 
occurred  recently  in  Peru,  Zaire,  and  Rwanda).  Even  more 
ominous  is  government-sponsored  terrorism  (documented 
in  Chile,  Cambodia,  Guatemala,  Sierra  Leone,  East  Timor, 
Yugoslavia,  and  Kosovo),  which  aims  to  suppress  indepen- 
dence movements,  reduce  opposition  to  unpopular  dictator- 
ships, or  eliminate  indigenous  peoples  ("ethnic  cleansing"). 
Terrorists  often  use  conventional  weapons  (pistols  and  rifles) 
and  explosive  or  thermal  devices  (bombs,  mortars  and  mis- 
siles). Sometimes  they  use  or  threaten  to  use  nonconventional 
(nuclear,  biological,  or  chemical)  weapons  --"weapons  of 
mass  destruction."  The  effectiveness  of  any  weapon  can  be 
assessed  by  casualty  generation  (the  fraction  of  those  exposed 
who  are  injured  by  a  single  use  of  the  weapon)  or  lethality  (the 
fraction  who  die).Traditionally,  these  measures  have  included 
only  physical  injury  and  illness,  not  the  acute  or  chronic 
psychological  sequelae.  Nonconventional  weapons  appeal  to 
terrorists  because  they  can  be  highly  lethal,  can  generate  mass 
casualties,  and,  particularly,  because  they  are  likely  to  create 
fear  and  panic  in  those  even  marginally  exposed. '■- 

We  use  the  word  "Bioterrorism"  to  mean  the  terrorist 
use  of  microorganisms  or  toxins  derived  from  microorgan- 


isms to  produce  death  or  disease  in  humans,  animals,  or 
plants.'  Some  140  nations  have  renounced  the  overt  use  of 
biological  warfare,  but  bioterrorism  poses  a  real  threat  to 
public  health  and  national  security.''""  Potential  bioterrorists 
include  the  mentally  disturbed  and  psychotic,  religious  fanat- 
ics, political  extremists,  and  organizations  and  nation  states 
unwilling  to  abide  by  the  Biological  and  Toxin  Weapons 
Convention  of  1972. 

Biological  weapons  are  characterized  by  high  potency, 
low  visibility,  accessibility,  and  easy  delivery.  Inhaling  one 
microgram  of  anthrax  spores  can  be  lethal,  and  once  symp- 
toms appear  treatment  is  ineffective.  This  means  a  kilogram 
of  anthrax  spores  could  kill  hundreds  of  thousands  of  people 
in  a  large  city  if  delivered  in  optimal  meteorological  condi- 
tions. Similarly.  8  kg  of  botulinum  toxin  dispersed  over  100 
km-  would,  under  ideal  conditions,  deliver  a  lethal  dose  to 
50%  of  the  population  exposed.  Botulism  kills  by  paralyzing 
the  respiratory  muscles:  it  would  be  virtually  impossible  to 
provide  ventilatory  assistance  and  intensive  care  to  large 
numbers  of  casualties.'**  Various  hypothetical  exposure  sce- 
narios for  biological  agents  (Table  1)  lead  to  similar  cata- 
strophic casualty  estimates.'"'^ 

Lethal  amounts  of  biological  agents  are  relatively  easy  to 
conceal,  transport  and  disseminate.  Unlike  nuclear  weapons 
or  other  advanced  explosives,  they  can  be  dispersed  from 
"crop  duster"  planes,  backpack  sprayers,  humidifiers,  or 
perfume  atomizers.  Recipes  are  readily  available  in  public 
documents  and  on  the  Internet.  Consequently,  terrorists 
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Disease 


Rift  Valley  fever 

1 

Tick-borne  encephalitis 

1 

Typhus 

5 

Brucellosis 

10 

Q  fever 

>20 

Tularennia 

>20 

Anthrax 

>20 

need  only  modest  finances 
and  basic  familiarity  with 
biology  and  engineering  to 
produce  effective  biological 
weapons.  Large  organiza- 
tions and  rogue  nations  with 
access  to  large-scale  fermen- 
tation, concentration,  stor- 
age, and  weapon  facilities 
could  cause  major  catastro- 
phes.'' 

In  1984,  751  people  in 
The  Dalles.  Oregon,  con- 
tracted salmonellosis  after 

members  of  a  religious  cult       I 

spread  the  bacteria  on  res- 
taurant salad  bars  in  an  attempt  to  disrupt  elections.  In  1993, 
Canadian  customs  agents  apprehended  an  Arkansas  man 
who  had  four  guns,  20,000  rounds  of  ammunition,  and 
enough  ricin  (castor  bean  toxin)  to  kill  30  million  people. 
Other  extremists  have  been  arrested  in  the  US  for  possession 
of  botulinum  and  ricin  toxins.  In  1995,  an  Ohio  laboratory 
worker  who  belonged  to  a  white  supremacist  group  was 
arrested  for  ordering  Yersinia  pestis,  the  etiologic  agent  of 
bubonic  plague.  The  bioterrorist  threat  to  unsuspecting 
populations  was  demonstrated  most  dramatically  when  mem- 
bers of  the  Aum  Shinrikyo  cult  attacked  Japanese  subway 
commuters  in  Matsumoto  (1994)  and  Tokyo  (1995)  with  the 
nerve  gas  sarin.  More  than  a  dozen  people  died,  and  nearly 
6000  were  injured.  The  cult  was  subsequently  found  to  have 
an  arsenal  of  anthrax  bacilli,  botulinum  toxin,  and  VX  nerve 
gas.  Cult  members  had  obtained  Ebola  virus  from  victims  of 
an  outbreak  in  Zaire.  And  recently  we  have  learned  of  the 
chemical  and  biological  weapons  accumulated  by  Iraq.'  '"■'-•"■"' 

Human  beings  deeply  fear  infection  and  death  from 
communicable  disease. '^  The  fear  of  contagion  can  be  seen  in 
the  Biblical  isolation  of  lepers;  the  plague  pandemics  of  the 
Middle  Ages:  the  cholera,  yellow  fever,  and  smallpox  epi- 
demics of  the  19'''  century;  and  the  influenza  pandemics  and 
polio  epidemics  of  the  early  20""  centui7.  Public  health 
measures  used  to  control  the  spread  of  communicable  dis- 
eases include  isolation  and  group  quarantine.  Quarantine  not 
only  diminishes  secondary  transmission,  it  provides  a  mea- 
sure of  psychological  relief  to  those  without  illness  who  do 
not  fully  understand  or  accept  the  cause  and  mode  of 
transmission  of  these  diseases.  Many  of  us  remember  the 
indelible  images  of  iron  lungs  for  polio  victims  or  the 
sanatoria  used  to  isolate  and  treat  those  with  tuberculosis; 
more  are  acquainted  with  the  psychosocial  consequences  of 
the  recent  AIDS  pandemic,  the  rabies  epizootic  in  the 
eastern  US,  Legionnaire's  disease,  toxic-shock  syndrome, 
Lyme  disease,  the  bovine  variant  of  Creutzfeldt-Jacob  dis- 
ease, and  other  high  profile  diseases. 


Table  1— Estimates  of  casualties  produced  by  hypothetical  biological  attack* 


Dov(/nwind  Reach,  km 


No.  Dead 

No.  Incapacitated 

400 

35,000 

9500 

35,000 

1 9,000 

85,000 

500 

125,000 

150 

125,000 

30,000 

125,000 

95,000 

125,000 

*Release  of  50  kg  of  etiologic  agent  by  aircraft  along  a  2-km  line  upwind  of  a  population 
center  of  500,000.  Adapted  from  Christopher  et  al.  Reprinted  by  pernnission. 


Today's  news  media  often  exacerbate  public  fear  of 
contagion  through  reports  that  cite  bogus  "experts,"  distort 
facts,  and  exaggerate  and  sensationalize  the  public  health 
risks  of  newly  identified  microbial  hazards.  Recent  examples 
include  media  coverage  of  "flesh-eating  bacteria"  (necrotiz- 
ing streptococcal  infection ),  "mad  cow  disease,"  and  "the  cell 
from  hell""  (Pfiesteria piscicida).  also  called  "fish  AIDS"  and 
"a  waterbome  Ebola  virus."  Emotions  roused  by  such  media 
coverage  make  it  difficult  for  true  experts  in  medicine, 
epidemiology,  and  infectious  disease  to  bring  reason  to  the 
situation."  The  entertainment  industry  as  well  has  capital- 
ized on  the  public" s  fascination  with  microbes  and  the 
unknown,  in  movies  ranging  from  the  unbelievable  transfor- 
mation of  an  amoeba  into  "The  Blob""  (1958)  to  a  somewhat 
more  believable  film,  "Outbreak""  (1995),  which  vividly 
depicts  the  public  health  and  psychosocial  sequelae  of  a 
fictional  epidemic  of  Ebola  virus  hemorrhagic  fever.  Adver- 
tisement for  this  movie  ( viewed  by  tens  of  millions  of  people) 
shows  a  monkey  with  the  caption  "This  animal  carries  a 
deadly  virus  .  .  .  and  the  greatest  medical  crisis  in  the  world 
is  about  to  happen — try  to  remain  calm."' 

The  hyperbole  of  entertainment  and  media  coverage, 
the  public's  innate  fear  of  infection,  and  the  fact  that  infor- 
mation disseminated  by  government  agencies  is  sometimes 
skewed  more  toward  what  they  want  people  to  believe  than 
what  the  facts  indicate,  led  us  to  ponder  the  nature  and 
history  of  biological  teiTorism,  and  to  extrapolate  (from  data 
on  natural  and  manmade  disasters  and  on  conventional 
terrorist  attacks)  the  psychosocial  consequences  of  a 
bioterrorist  release  of  aerosolized  anthrax  spores,  botulinum 
toxin,  or  other  biological  agents  into  a  highly  populated  area. 

We  present  an  overview  of  preparedness  for  and  re- 
sponses to  an  attack,  look  at  the  anticipated  psychological 
and  social  sequelae  that  would  follow  an  attack,  and  summa- 
rize interventions  that  may  help  those  evaluating  and  man- 
aging a  bioterrorist  crisis  and  may  lessen  acute  and  chronic 
psychological  effects. 
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Table  2.  Actual  or  proposed  agents  of  terrorist 
attacks 

Bacterial  agents  (diseases  caused) 

Bacillus  anthracis     (Anthrax) 
Brucella  spp  (Brucellosis) 
Clostridium  perfringens  (Gas  gangrene) 
Yersinia  pestis  (Plague) 
Coxiella  burnetti  (  Q  fever) 
Francisella  tularensis  (Tularemia) 

Viral  agents  (diseases  caused) 

Variola  virus  (Smallpox,  monkeypox,  camelpox,  etc.) 
Togaviruses  (Venezuelan/eastern/western  encephalitis) 
Various  RNA  viruses  (Viral  hemorrhagic  fevers) 

Ebola  virus 

Marburg  virus 

Congo-Crimean  hemorrhagic  fever  virus 

Yellow  fever  virus 
Human  rotavirus  (Gastroenteritis) 
Enterovirus  17  (Gastroenteritis,  meningoencephalitis) 

Toxins  (mechanisms/effects) 

RIcin    (Pulmonary/gastrointestinal  hemorrhage) 
Tricothenes   (Inhibition  of  DNA/protein  synthesis) 
Aflatoxin    (Hepatotoxin,  carcinogen) 
Clostridium  botulinum  toxin    (Neurotoxin, 

botulism-paralysis) 
Staphylococcal  enterotoxin  B  (Gastroenteritis) 


Historical  Perspective  and  Agents 
of  Concern 

Biological  weapons  have  been  used  since  the  Middle  Ages, 
when  infected  cadavers  were  catapulted  over  the  walls  of 
European  cities  and  castles  under  siege.  In  America  during 
the  French  and  Indian  War,  the  British  supplied  smallpox- 
vaccine-contaminated  blankets  to  their  Indian  enemies.  The 
advent  of  modem  microbiology  in  the  19"'  century  led  to 
intensive  efforts  to  identify  and  isolate  specific  pathogens 
suitable  for  use  in  war.  During  World  War  I,  Germany 
mounted  an  ambitious,  coven  biological  warfare  (BW)  pro- 
gram to  infect  livestock  and  contaminate  animal  feed  des- 
tined for  Allied  Forces  with  Bacillus  anthracis  and  Burkliolderia 
(Pseiidomonas)  mallei,  the  etiologic  agents  of  anthrax  and 
glanders.  The  subsequent  Geneva  Protocol  of  1925  prohib- 
ited the  use  of  bacteriological  weapons,  but  some  signatories 
reserved  the  right  to  retaliate  in  kind  if  biological  warfare  was 
used  against  them.  From  1932  until  the  end  of  World  War 
II.  Japan  ran  a  large  biological  weapons  research  facility  in 
occupied  Manchuria,  as  a  result  of  which  prisoners  and  even 
entire  cities  were  exposed  to  a  variety  of  biological  agents, 
including  B.  anthracis.  Neisseria  meningitidis.  Shigella  spp, 
Salmonella  spp.  Vibrio  cholera,  and  Yersinia  pestis.  At  least 


10,000  prisoners  died  as  a  result  of  this  experimentation,  and 
thousands  more  died  in  field  tests  involving  the  contamina- 
tion of  water  supplies  and  food  with  biological  agents  and  the 
aerial  dispersion  of  millions  of  fleas  (propagated  and  fed  on 
plague-infected  rats)  over  Chinese  cities.  During  and  after 
World  War  II,  many  countries  developed  facilities  for  both 
offensive  and  defensive  BW  programs.  By  the  late  1960s,  the 
US  biological  arsenal  included  numerous  bacterial  patho- 
gens, toxins  and  fungal  plant  pathogens  (designed  to  induce 
crop  failure  and  famine ).'- 

During  the  1950s  and  1960s,  the  US  military  facilities  at 
Fort  Detrick,  MD,  and  Pine  Bluff,  AR,  conducted  experi- 
ments on  military  and  civilian  human  volunteers.  They  also 
studied  dispersal  of  biological  agents  by  exposing  (surrepti- 
tiously) whole  cities  to  aerosols  of  supposedly  non-patho- 
genic bacteria  such  as  Serratia  marcescens.  Between  Septem- 
ber 1950  and  February  1951,  11  urinary  tract  infections 
(leading  to  one  case  of  transient  bacteremia  and  one  death 
from  endocarditis )  followed  the  covert  dispersal  of  5.  marcescens 
over  San  Francisco.  In  1976,  a  report  in  the  Washington  Post 
implied  a  causal  association  between  such  covert  studies  and 
illness  (including  pneumonia  in  Calhoun  County,  AL  and 
Key  West,  FL).  Congressional  hearings  and  independent 
scientific  reviews  never  demonstrated  a  definite  cause,  but  the 
temporal  relationship  between  covert  military  operations  and 
illness  led  to  a  public  outcry  that  halted  military  experiments 
on  unsuspecting  populations.'- 

A  1970  World  Health  Organization  report  projecting 
staggering  casualties  of  BW'^  led  to  the  Biological  Weapons 
Convention  of  1972.  This  convention  prohibited  the  devel- 
opment, possession,  and  stockpiling  of  pathogens  or  toxins 
in  "quantities  that  have  no  justification  for  prophylactic, 
protective  or  other  peaceful  purposes,"  and  prohibited  the 
development  of  systems  to  disperse  biological  agents.  Exist- 
ing stocks  of  biological  agents,  delivery  systems  and  equip- 
ment were  to  be  destroyed,  and  the  transfer  of  BW  technol- 
ogy or  expertise  to  other  countries  was  prohibited.  (Infrac- 
tions by  Iraq,  one  of  the  original  signatory  nations,  represent 
a  notable  example  of  the  treaty's  limited  effectiveness.)'"'^ 

In  1 969  and  1 970.  an  executive  order  by  President  Nixon 
ended  the  US  offensive  BW  program,  and  led  to  a  US  policy 
never  to  use  biological  weapons  under  any  circumstances. 
Except  for  small  quantities  retained  at  Ft.  Detrick,  stocks  of 
pathogens  in  the  US  biological  arsenal  were  destroyed.  The 
US  Army  Medical  Research  Institute  of  Infectious  Diseases 
(USAMRIID)  was  established  and  military  efforts  were 
directed  toward  research  on  defense  against  BW  (diagnostic 
tests,  vaccines,  antitoxins,  toxoids,  drugs  and  other  specific 
therapies  ).'■'- 

It  is  not  clear  how  well  other  countries  have  complied 
with  disarmament,  because  verification  is  difficult.  During 
the  past  25  years,  several  accidents  have  involved  BW  agents. 
The  most  notable  of  these  occurred  in  1979,  when  the  release 
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of  anthrax  spores  from  an  offensive  B W  facility  in  Sverdlovsk, 
Soviet  Union  led  to  the  death  of  66  people.'*^  More  recently, 
the  Iraqi  development  of  a  formidable  offensive  BW  pro- 
gram, the  Japanese  subway  attacks  with  sarin  nerve  gas.  and 
a  host  of  domestic  threats  have  focused  attention  on  BW  and 
bioterrorism. 

Biological  agents  and  toxins  capable  of  use  as  agents  for 
terrorist  acts  are  shown  in  Table  2.'  -■^"'"■-"  Several  of  these 
(anthrax,  botulinum  toxin,  and  aflatoxin)  were  identified  in 
the  BW  arsenals  developed  and  made  into  weapons  (some 
for  missile  deployment)  by  Iraq.'"  Aerosols  of  many  viruses 
and  bacteria  are  highly  infectious  and  pose  a  public  health 
threat,  as  illustrated  by  imported  smallpox  outbreaks  that 
occurred  in  Canada  (1962),  Germany  (1970),  and  Yugosla- 
via (1972),  and  by  the  1979  Soviet  anthrax  epidemic.-'  Table 
3,  on  pages  154-5,  gives  details  on  the  infective  dose, 
incubation  period,  clinical  presentation,  differential  diagno- 
sis, diagnostic  assays,  isolation  precau- 
tions, chemotherapy,  and  chemopro- 
phylaxis  for  the  various  agents.'' ' 


Preparedness  and  Response 
-An  Overview 


Bioterrorism  may  not  provide  the  luxury 
of  time  for  response  on  the  part  of 
those  threatened.  A  bona-tlde  attack 
will  pose  daunting  and  immediate  epi- 
demiological and  medical  challenges.  

This  means  that  the  medical  commu- 
nity, in  concert  with  other  agencies,  must  have  planned  and 
prepared  adequately. 

In  addition  to  death  and  disability,  the  economic  impact 
of  a  bioterrorist  attack  could  be  staggering.  One  model 
estimates  that  an  attack  with  a  relatively  non-lethal  agent 
such  as  Brucella  could  cost  nearly  $500  million/ 100.000 
persons  exposed,  while  a  highly  lethal  agent  like  anthrax 
might  cost  more  than  $25  billion/ 100,000  persons  exposed. '^ 
Well-coordinated  prevention  and  post-attack  contingency 
programs  can  markedly  reduce  panic,  morbidity,  mortality. 
and  costs.  Optimal  outcomes  require  coordinated  prior  plan- 
ning, preparation  and  training  among  government  agencies 
(including  public  health  agencies  and  laboratories),  health 
care  facilities,  and  the  local  civilian  health  care  commu- 
nity."'*'" We  will  need  action  by  individuals  with  demon- 
strated expertise  and  leadership  in  medicine,  epidemiology, 
infectious  disease,  pathology,  molecular  and  microbiology 
(to  identify  specific  strains  of  organisms),  nursing,  emer- 
gency medicine,  military  medicine,  veterinary  medicine, 
public  health,  mental  health,  law  enforcement,  and  commu- 
nications. All  must  work  together  to  identify  and  contain  the 
problem  and  limit  the  potential  for  catastrophe. '■^"•-- 

Biotenorism  may  have  adverse  psychological  effects  on 


"Well-coordinated 
prevention  and  post- 
attack  contingency 
programs  can  markedly 
reduce  panic,  morbidity, 
mortality,  and  costs." 


responders  as  well  as  the  public:  if  rescue  and  medical 
response  efforts  appearto  be  failing,  social  chaos  may  follow. 
It  is  critical  to  public  confidence  that  the  leaders  of  a  response 
act  as  a  cohesive  unit,  keeping  focused  on  their  mission  while 
responding  to  basic  human  needs.-'  A  scientific  assessment 
of  risks,  coupled  with  timely  and  accurate  communication  by 
public  officials  and  the  media,  will  reduce  adverse  psycho- 
logical sequelae.  Real  dialogue,  neither  exaggerating  nor 
downplaying  the  risk,  will  help  prevent  panic  and  demoral- 
ization.'' 

Since  a  bioterrorist  event  could  quickly  overwhelm  local 
and  state  response  capabilities,  a  national  response  capability 
is  needed.  In  1995,  President  Clinton  signed  Presidential 
Decision  Directive  39  (FDD-39),  assigning  lead  responsi- 
bility for  cases  of  domestic  terrorism  to  the  FBI.  PDD-39 
defines  responsibilities  and  coordination  among  federal  agen- 
cies. As  with  natural  disasters,  the  Federal  Emergency  Man- 
agement Agency  (FEMA)  will  coordi- 
nate federal  assistance  to  state  and  local 
governments.  The  Departments  of 
Defense  (DOD),  Energy  (DOE), 
Transportation  (DOT),  Agriculture 
(DOA).  and  Health  and  Human  Ser- 
vices (DHHS).  and  the  Environmental 
Protection  Agency  (EPA)  will  assist 
the  FBI  and  FEMA  as  necessary.  Re- 
sponsibility for  the  emergency  support 
of  "health,  medical,  and  health-related 
social  services'"  is  given  to  the  US  Public 

Health   Service   (PHS)   within   the 

DHHS.  In  the  event  of  a  chemical  or 
biological  terrorist  event,  the  PHS  Office  of  Emergency 
Preparedness  is  to  implement  and  coordinate  health  and 
medical  assistance.  The  Food  and  Drug  Administration 
(FDA)  is  to  procure  and  manage  stockpiles  of  antidotes  and 
pharmaceuticals.-"* 

The  PHS  has  disaster  medical  assistance  teams 
(DMATs)  trained  to  deal  with  the  special  scenarios  created 
by  chemical  and  biological  terrorism.  These  teams  are  de- 
signed to  be  deployed  and  on  site  within  12  hours  of  an  event. 
If  need  be.  the  PHS  can  deliver  direct  medical  care  to  disaster 
survivors  through  the  National  Disaster  Medical  System 
(NDMS),  a  system  of  72  federal  coordinating  medical  cen- 
ters, which  control  1 18,000  private-sector  beds.  Additional 
bed  capacity  is  available  at  military  hospitals,  the  US  Depart- 
ment of  Veterans  Affairs  and  the  DHHS.  DHHS  has 
created  a  specialized  multi-agency  (DHHS.  DOD.  DOE. 
and  EPA)  medical  response  team  known  as  the  Chemical- 
Biological  Rapid  Deployment  Team  (CBRDT).  Led  by  the 
PHS  and  based  in  Washington,  the  CBRDT  can  be  rapidly 
deployed  as  medical  support  for  the  on-scene  manager  of  a 
terrorist  incident. -■* 

Because  of  the  threat  of  domestic  bioterrorism  and  our 
evident  lack  of  preparedness.  Congress,  in  1996,  passed  the 


NCMJ  Ma\/Jime  2000,  Volume  61  Number  3 


153 


Table  3  Summary  of  potential  bioterrorism  agents* 


Disease 
(or  Agent) 

Infertive  Dose 
via  Aerosol 

Incubation 
Period 

Diagnostic 
Samples  (BSL) 

Diagnostic 
Assay 

Patient  Isolation 
Procedures 

Anthrax 

8000-50,000 
spores 

1  -5  days 

Blood(BSL-2) 
Serology:ELISA 

Gram  Stain; 
Ag-ELISA 

Standard  precautions 

Brucellosis  10-100  5-60  days  Blood,  bone  marrow;  Serologj': 

organisms  acute  and  convalescent  agglutination 

sera(BSL-3)  Culture 


Standard  precautions 
Contact  isolation  if 
draining  lesions  present 


Plague  100-500  2-3  days  Blood,  sputum,  lymph 

organisms  node  aspirate  (BSL  2/3) 


Gram  or  Wright- 
Giemsa  Stain; 
Ag-ELISA;  Culture; 
Serology:ELlSA, 
IFA 


Pneumonic:  droplet 
precautions  until  patient 
treated  for  3  days 


Q  fever 

I-IO 
organisms 

10-40  days 

Serum  (BSL  2/3) 

Serology:ELISA. 

IFA 

EM 

Standard  precautions 

Tularemia 

10-50 
organisms 

2-10  days 

Blood,  sputum,  serum 
EM  of  tissue  (BSL  2/3) 

Culture;  Serology: 
agglutination 

Standard  precautions 

Smallpox 

??I0-100 
organisms 

7- 17  days 

Pharyngeal  swab, 
scab  material  (BSL-4) 

ELISA.  PCR; 
virus  isolation 

Airborne  precautions 

Viral  10-100 

encephalitides    organisms 


VEE  2-6days        Serum:  VEE  (BSL-3) 
EEE/WEE.  EEE/WEE  (BSL-2) 

7-14  days 


Viral  isolation 
Serology:ELISA 
hemagglutination 
inhibition 


Standard  precautions 
(mosquito  control) 


Viral  1-10 

Hemorrhagic     organisms 
fevers  (VHF) 


4-21  days 


Serum,  blood 
Most  VHF  (BSL-4) 
RVF,  KHF.  YF 
(BSL-3) 


Virus  isolation. 
Ag-ELISA;  RT-PCR 
Serology:Ab-ELISA 


Contact  precautions: 
more  for  massive 
hemorrhage 


Botulinum  0.001  ng/kg  1-5  days  Nasal  swab 

(Type  A)  (possibly)  (BSL-2) 


Ag-ELISA 
mouse  neutral 


Standard  precautions 


Staphylococcal  30  ng  incapacitates,    1-6  hours 
enterotoxin  B     1.7  |ig  kills 


Nasal  swab,  serum, 
urine  (BSL-2) 


Ag-ELISA 
Serology:  Ab-ELISA 


Standard  precautions 


Adapted  from  Franz  et  al:  reprinted  by  permission.  Information  on  diagnostics,  medical  management,  and  vaccines  is  available  from  the 
Commander,  USAMRIID.  Readers  should  consult  product  literature  before  administering  drugs  or  vaccines. 

Abbreviations  used:  BSL  =  biosafety  level;  Ag  =  antigen;  Ab  =  antibody;  ELISA  =  enzyme-linked  immunosorbent  assay;  EM  =  electron 
microscopy;  IFA  =  immunoflourescent  assay;  VEE  =  Venezuelan  equine  encephalitis,  EEE  =  eastern  equine  encephalitis;  WEE  = 
western  equine  encephalitis;  PCR  =  polymerase  chain  reaction;  RT-PCR  =  reverse  transcriptase-polymerase  chain  reaction 


154 


NCMJ  Mm/June  2000,  Volume  61  Number  3 


Chemotherapy 


Chemoprophylaxis 


Vaccine  Availability 


Comments 


Cipro  400mg[Vq  8-12  h  or 
DCN  200  mg.  then  100  mg  IV 
q  8-12  h  or  Pen  2  million  units 
IV  q  2  h  plus  plus  strep 
30  mg/kg  IM  q  d  (or  gent) 


Cipro  500  mg  PO 

bid  X  4  \vk  ifunvaccinated 
begin  initial  doses  of  vaccine 
DCN  lOOmgPO 
bid  X  4  wk  plus  vaccination 


Michigan  Biological 
Products  Institute  vaccine 
(licensed)  0.5  ml  SC  at 
0,  2,  4wk;6.  12.  18  mo 
then  annual  boosters 


Vaccine:  boost  annually  if  at  risk 
Alternative  Rx:  gent, 
e-mycin.and  CAPL 


DCN  200  mg/d  PO  plus  rifampin 
600-900  mg/d  PO  x  6  wk 


DCN  and  rifampin  for  3  wk 

if  inadvertently  inoculated 


No  vaccine  for  human  use 


TMP-SMX  may  be  used  for 
rifampin,  but  up  to  30%  relapse 


TCN  500  mg  PO  qd  X  7  d 
or  DCN  lOOmgPO 
q  12hx7d 


Strep  30  mg/kg  IM  bid  x  10  d 
(or  gent)  or  DCN  200  mg  FV 
then  100  mg  fV  q  12  h  x  10-14  d. 
CAPL  1  gmIVq6hx  10-14  d 
(indicated  for  plague  meningitis) 


Greer  inactivated  vaccine 
(licensed):  1.0  mL.  then 
0.2  mL;  booster  at  1-3 
and  3-6  mo 


Boost  at-risk  12,  18  mo  &  yearly. 
Plague  vaccine  does  not 
protect  against  aerosol  in  animal 
studies.  Alternative  Rx: 
CAPL  or  TMP-SMX 


TCN  500  mg  PO  q  6  h  X  5-7  d 
DCN  100  mg  PO  q  12  hr  X  5-7  d. 


TCN  or  DCN  for  5  d; 

start  8-12  days  after  exposure 


fND  610-inactivated  whole 
cell  vaccine  single  0.5  mL 
dose  SC 


Recommend  skin  test  before 
vaccination 


Strep  30  mg/kg  IM  q  d  X  10-14  d 
Gent  3-5  mg/kg/d  x  10-14  d 


DCN  100mgPOql2h 
or  TCN  2  g/d  PO  X  14  d 


Live  attenuated  vaccine 
(FND)  by  scarification 


Culture  difficult  and  potentially 
dangerous 


Cidofovir  (effective  in  vitro) 


Vaccinia  immune  globulin 
0.6  mL/kg  IM  (by  day  3 
after  exposure;  best  within  1) 


Calf  lymph  vaccinia  vaccine; 
DOD  cell-  culture  derived 
vaccine(IND):  scarification 


P^e-  and  postexposure  vaccine 
recommended  if  >3  y  since  last 
vaccination 


Supportive  therapy;  analgesics 
anticonvulsants  as  needed 


NA 


VEE:  DOD  TC-83  live 
attenuated  vaccine  (IND): 
0.5  mL  SC  once;  VEE: 
DOD  C-84  (inactivated . 
TC-83)  (IND):  0.5  mLSC 
for  up  to  3  doses;  EEE/WEE 
inactivated  (IND):EEE  0.5  mL 
SC  at  0  &  28  d;  WEE  0.5  mL 
At  0,  7.  28  d 


TC-83  reactogenic  in  20%;  20  % 
don't  sero-convert;  only  effective 
against  sub- types  lA.  IB.  IC 
Vaccine  used  for  non-responders 
to  TC-83.  EEE  and  WEE 
inactivated  vaccines  poorly 
immunogenic;  require  multiple 
doses 


Supportive  therapy;  Ribavirin  for 
CCHF/arenaviruses  30  mg/kg  FV, 
then  15  mg/kg  q  6  h  x  4  d,  then  7.5 
mg/kg  q  8  h  X  6  d.  Passive  antibody 
for  AHF.  BHF,  CCHF,  Lassa  fever 


NA 


AHF  Candid  #  1  vaccine 
(protection  for  BHF)  (IND) 
RVF  inactivated  vaccine 
(IND) 


Aggressively  treat  secondary 
infections  and  hypotension 


DOD  heptavalent  antitoxin  (Serotypes 
A-G)  (IND):  equine  despeciated 
10  mL  rV;CDC  Trivalent  equine 
antitoxin  for  Serotypes  A,  B,  E  (licensed) 


NA 


DOD  pentavalent  toxoid 
for  serotypes  A-E  (IND): 
SCatO,  2.  12  wk,  then 
yearly  boosters 


Skin  test  for  hypersensitivity 
before  giving  equine  antitoxin. 
Ventilatory  assistance 


Ventilatory  support  and  supportive  care 


NA 


No  vaccine  available 


Vomiting  and  diarrhea  if  toxin 
swallowed 


Cipro  =  Ciprofloxacin;  DCN  =  doxycycline;  TCN  =  tetracycline;  pen  =  penicillin;  strep  =  streptomycine;  gent  =  gentamycin:  e-m>cin  = 
erythromycin;  CAPL  =  chloramphenicol;  TMP-SMX  =  trimethoprin-sulfamethoxazole;  fV  =  intravenous;  IM  =  intramuscular;  PO  =  by 
mouth;  SC  =  subcutaneous;  qd  =  each  day;  bid  =  twice  a  day;  END  =  Investigational  New  Drug;  DOD  =  Department  of  Defense;  NA  = 
not  available;  KHF  =  Korean  hemorrhagic  fever;  YF  =  yellow  fever  Rift  Valley  fever;  CCHF  =  Congo-Crimean  hemorrhagic  fever;  AHF 
=  Argentine  hemorrhagic  fever;  BHF  =  Bolivian  hemorrhagic  fever. 


NCMJ  Max/June  2000,  Volume  61  Number  3 


155 


Table  4.  Contact  agencies  and  phone  numbers*  for  suspected  bioterrorism  incident  or  illness 

NC  Department  of  Health  and  Human  Services  (NCDHHS),  Raleigh,  NC 

Division  of  Public  Health,  Epidemiology  and  Communicable  Disease  Section 
General  Communicable  Disease  Control  Branch 
919/733-3419 

Centers  for  Disease  Control  and  Prevention  (CDC),  Atlanta,  GA 

National  Center  for  Environmental  Health 

Emergency  Response  Coordination  Group 

770/488-7100 
US  Armv  Medical  Research  Institute  of  Infectious  Diseases  (USAMRIID),  Ft.  Detrick,  MD 

Contact  the  Commander  at  301/619-2833 
Federal  Bureau  of  Investigation  (FBI),  Charlotte,  NC 

704/377-9200 
State  Bureau  of  Investigation  (SBI),  Raleigh,  NC 

919/662-4500 

*  Available  24  hours  a  day 


Table  5.  Diagnostic  criteria  for  acute  stress  disorder* 

A.  The  person  has  been  exposed  to  a  traumatic  event  characterized  by  both  of  the  following: 

1 .  actual  or  threatened  death  or  serious  injury,  or  a  threat  to  the  physical  integrity  of  self  or  others 

2.  a  response  of  intense  fear,  helplessness,  or  horror 

B.  Either  during  or  after  the  event,  the  person  has  three  or  more  of  the  follow/ing  dissociative  symptoms: 

1 .  a  subjective  sense  of  numbing,  detachment,  or  absence  of  emotional  responsiveness 

2.  a  reduction  in  awareness  of  his  or  her  surroundings  (for  example,  "being  in  a  daze") 

3.  derealization 

4.  depersonalization 

5.  dissociative  amnesia  (that  is,  inability  to  recall  an  important  aspect  of  the  trauma) 

C.  The  traumatic  event  is  persistently  reexperienced  in  at  least  one  of  the  following  ways: 

1.  recurrent  images,  thoughts,  dreams,  illusions,  flashback  episodes,  or  a  sense  of  reliving  the  experience 

2.  distress  on  exposure  to  reminders  of  the  event. 

D.  Marked  avoidance  of  stimuli  that  arouse  recollections  of  the  trauma  (for  example,  thoughts,  feelings,  conversations, 
activities,  places,  people). 

E.  Marked  symptoms  of  anxiety  or  increased  arousal  (for  example,  difficulty  sleeping,  irritability,  poor 
concentration,  hypervigilance,  exaggerated  startle  response,  motor  restlessness). 

F.  The  disturbance  causes  clinically  significant  distress  or  impairment  in  social,  occupational,  or  other  important 
areas  of  functioning,  or  impairs  ability  to  pursue  some  necessary  task  such  as  obtaining  assistance  or 
mobilizing  personal  resources  by  telling  family  members  about  the  traumatic  experience. 

G.  The  disturbance  lasts  for  a  minimum  of  2  days  and  a  maximum  of  4  weeks  and  occurs  within  4  weeks  of  the 
traumatic  event. 

H.     The  disturbance  is  not  due  to  the  direct  physiological  effects  of  a  substance  (for  example,  a  drug  of  abuse,  a 
medication)  or  a  general  medical  condition,  is  not  better  accounted  for  by  Brief  Psychotic  Disorder,  and  is 
not  merely  an  exacerbation  of  a  preexisting  Axis  I  or  Axis  II  disorder. 


*  Adapted  from  DSM-IV,  American  Psychiatric  Association 
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Table  6.  Diagnostic  criteria  for  posttraumatic  stress  disorder* 

A.  The  person  has  been  exposed  to  a  traumatic  event  characterized  by  both  of  the  following: 

1 .  actual  or  threatened  death  or  serious  injury,  or  a  threat  to  the  physical  integrity  of  self  or  others 

2.  a  response  of  intense  fear,  helplessness,  or  horror  (in  children,  this  may  be  expressed  by  disorganized  or 
agitated  behavior) 

B.  The  traumatic  event  is  persistently  reexperienced  in  one  or  more  of  the  following  ways: 

1.  recurrent  or  intrusive  distressing  recollections  of  the  event,  including  images,  thoughts,  or  perceptions  (in 
young  children,  repetitive  play  may  occur  in  which  themes  or  aspects  of  the  trauma  are  expressed) 

2.  recurrent  distressing  dreams  of  the  event  (in  children,  there  may  be  frightening  dreams  without 
recognizable  content) 

3.  acting  or  feeling  as  if  the  traumatic  event  were  recurring  (includes  a  sense  of  reliving  the  experience, 
illusions,  hallucinations,  and  dissociative  flashback  episodes,  including  those  that  occur  on  awakening  or 
when  intoxicated);  in  young  children,  trauma-specific  reenactment  may  occur. 

4.  intense  psychological  distress  at  exposure  to  internal  or  external  cues  that  symbolize  or  resemble  an  aspect 
of  the  traumatic  event 

5.  physiological  reactivity  on  exposure  to  internal  or  external  cues  that  symbolize  or  resemble  an  aspect  of  the 
traumatic  event 

C.  Persistent  avoidance  of  stimuli  associated  with  the  trauma  and  numbing  of  general  responsiveness  (not  present 
before  the  trauma),  as  indicated  by  three  or  more  of  the  following: 

1.  efforts  to  avoid  thoughts,  feelings,  or  conversations  associated  with  the  trauma 

2.  efforts  to  avoid  activities,  places,  or  people  that  arouse  recollections  of  the  trauma 

3.  inability  to  recall  an  important  aspect  of  the  trauma 

4.  markedly  diminished  interest  or  participation  in  significant  activities 

5.  feeling  of  detachment  or  estrangement  from  others 

6.  restricted  range  of  affect  (e.g.,  unable  to  have  loving  feelings) 

7.  sense  of  foreshortened  future  (no  expectation  of  career,  marriage,  children,  or  a  normal  life  span) 

D.  Persistent  symptoms  of  increased  arousal  (not  present  before  the  trauma),  as  indicated  by  two  or  more  of  the 
following: 

1.  difficulty  falling  or  staying  asleep 

2.  irritability  or  outbursts  of  anger 

3.  difficulty  concentrating 

4.  hypervigilance 

5.  exaggerated  startle  response 

E.  Duration  of  the  disturbance  (symptoms  in  Criteria  B,  C,  and  D)  for  more  than  1  month. 

F.  The  disturbance  causes  clinically  significant  distress  or  impairment  in  social,  occupational,  or  other  important 
areas  of  functioning. 

Specify  if:  Acute   (symptoms  for  less  than  three  months);  Chronic  (symptoms  for  3  months  or  more);  or  With  Delayed  Onset 
(symptoms  begin  at  least  6  months  after  the  stressor). 

*Adapted  from  DSIVI-IV,  American  Psychiatric  Association 


US  Antiterrorism  and  Effective  Death  Penalty  Act.  This  act  Congress  recently  appropriated  funds  to  assess  the  risks 

regulates  commerce  in  and  the  transfer  of  listed  biological  associated  with  specific  agents  and  for  development  of 

agents.  In  1997,  Congress  enacted  the  Defense  Against  additional  coordinated  federal,  state  and  local  response  ca- 

Weapons  of  Mass  Destruction  Act  and  amended  the  De-  pacities.^' -■* -^ 

fense   Authorization   Act  to   strengthen   the   federal  In  the  event  of  a  domestic  bioterrorist  event,  the  DOD 

government's  ability  to  prevent  and  respond  to  bioterrorist  can  provide  technical  assistance,  bomb  disposal,  decontami- 

incidents,   support  state  and  local  prevention  and  response  nation,  security,  and  other  services.-''  The  DOD  already  has 

efforts,  and  improve  state  and  local  emergency  capabilities,  an  ambitious  program  of  defense  against  BW  and  domestic 
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bioterrorism,  which  includes  improving  surveillance  and 
intelligence  systems;  developing  vaccines,  antitoxins,  and 
antimicrobial  prophylaxis  and  therapeutic  protocols;  devel- 
oping sensitive  and  specific  ways  to  detect  and  isolate  biologi- 
cal agents;  improving  protective  clothing  and  other  protec- 
tive devices;  and  training  decontamination  teams,  triage 
personnel  and  field  commanders.'-*'  Since  1997,  the  DOD 
has  expanded  the  preparedness  and  response  capabilities  of 
local,  state  and  federal  agencies  by  training  and  equipping 
fire,  police,  rescue,  and  hospital  emergency  department 
personnel  in  over  100  US  cities. '-■*  In  addition,  the  US 
Marine  Corps  has  a  Chemical/Biological  Incident  Respon.se 
Force  (CBIRF),  comprised  of  350  Marines,  Navy  and  sup- 
port personnel.  From  its  base  at  Indian  Head,  MD,  this  unit 
can  respond  to  incidents  of  bioterrorism  at  home  or  in  US 
facilities  abroad. 

The  medical,  psychosocial,  and  economic  impact  of  a 
bioterrorist  attack  will  depend  on  the 
agent  or  toxin  used,  the  method  and 
efficacy  of  its  dispersal,  the  population 
exposed,  the  level  of  immunity  in  the 
population,  the  availability  of  effective 
postexposure  prophylaxis,  and  the  poten- 
tial for  secondary  transmission.  The  speed 
with  which  a  post-attack  intervention 
program  can  be  implemented  is  critically 
important,  particularly  when  the  agents 
involved  have  short  incubation  periods  or 
rapid  onset  of  action.  Delay  in  starting 
prophylaxis  or  treatment  is  the  single 
most  important  element  leading  to  in- 
creased morbidity,  moitality  and  costs," 
but  early  recognition  of  a  bioterrorist 
event  depends  on  sensitive  epidemiologic 
surveillance  and  a  high  index  of  suspicion  on  the  part  of 
health  care  providers  who  evaluate  the  initial  cases.  Follow- 
ing recognition,  the  goals  of  management  are  rapid  and 
accurate  identification  of  the  agent  involved,  careful  assess- 
ment of  exposure,  appropriate  triage  and  quarantine,  and 
effective  treatment  or  immunization.*"  With  some  agents, 
active  or  passive  postexposure  immunization  and  prophylac- 
tic treatment  with  antimicrobial  dmgs  may  ameliorate  symp- 
toms and  prevent  or  reduce  the  severity  of  clinical  illness. 
Once  a  victim  has  become  ill,  medical  personnel  must 
institute  agent-specific  therapies  and  supportive  care.** 

Assessment  of  the  symptoms  associated  with  specific 
biological  agents  and  familiarity  with  specific  epidemiologi- 
cal variables  may  help  to  distinguish  natural  from  intentional 
disease  outbreaks.  Detailed  articles  on  the  clinical  assessment 
and  medical  management  of  patients  exposed  to  biological 
warfare  agents  are  available."*'"-*"-'*  The  DHHS,  through 
the  Centers  for  Disease  Control  and  Prevention  (CDC),  is 
upgrading  national,  state,  and  local  capabilities  with  a  five- 


"Assessment  of  the 

symptoms  associated 

with  specific  biological 

agents  and  familiarity 

with  specific 

epidemiological 

variables  may  help  to 

distinguish  natural  from 

intentional  disease 

outbreaks." 


Assessment,  2)  Surveillance  and  Epidemiology  Capacity,  3) 
Laboratory  Capacity-Biological  Agents,  4)  Laboratory  Ca- 
pacity-Chemical Agents,  and  5)  Health  Alert  Network/ 
Training.  The  CDC  already  collaborates  with  states  in 
infectious  disease  surveillance,  laboratory  diagnosis,  and 
epidemiologic  support.  The  CDC  has  demonstrated  effec- 
tive communication  with  state  public  health  agencies  (in 
response  to  a  series  of  anthrax-related  threats)  and  has  begun 
to  educate  health  professionals  on  the  public  health  dimen- 
sions of  bioterrorism.-'*''" 

When  bioterrorism  threats  or  acts  occur,  the  local 
emergency  response  system  should  be  activated  by  dialing 
911  if  that  system  is  in  use,  or  by  notifying  local  law 
enforcement  authorities.  Local  and  state  public  health  au- 
thorities and  the  local  FBI  field  office  also  should  be  noti- 
fied.-'* Clinicians  whose  patients  have  symptoms  or  illness 
compatible  with  exposure  to  bioterrorist  agents  should  con- 
tact local  and  state  public  health  au- 
thorities and  consult  infectious  disease 
and  toxin  experts  at  academic  medical 
centers,  the  CDC  and  the  USAMRIID 
(see  Table  4). 


Adverse  Mental  Health 
Effects-Acute  Stress 
Disorder  and  Posttraumatic 
Stress  Disorder 


TeiTorism  is  a  form  of  psychological 
warfare.  It  uses  violence  or  the  threat  of 
violence  to  achieve  political,  religious, 
or  ideological  objectives.  Terrorists  se- 
lect  targets  with  maximum  shock  value, 
and  they  measure  the  ultimate  success  of  their  activities  not 
only  by  number  of  casualties  but  also — and  perhaps  even 
more  importantly — by  the  psychological  effect  on  the  whole 
target  population.-'  The  novelty  of  biological  weapons  and 
our  deeply  rooted  fears  of  them  means  that  there  will  be 
strong  psychological  and  physiological  responses  to  bioterrorist 
attacks. '^  There  will  be  psychological  fallout  among  survi- 
vors, emergency  workers  and  those  investigating  an  incident 
or  containing  a  threat. 

The  first  stress  induced  by  a  bioterrorist  attack  is  the 
threat  (and  actuality)  of  infection.  First  responders,  labora- 
tory workers,  emergency  medical  and  primary  care  providers, 
epidemiologists,  and  pathologists  are  especially  at  risk.  Fear 
of  illness  or  death  may  lead  some  personnel  to  flee  the 
affected  area  unless  they  are  confident  they  can  protect 
themselves. '^  Health  care  systems  may  be  overwhelmed  by 
the  numbers  of  people  seeking  help;  health  care  providers 
may  need  physical  protection  from  those  demanding  treat- 
ment, particularly  if  prophylactic  or  therapeutic  agents  are 


part  program:    1)  Preparedness  Planning  and  Readiness      scarce.  The  mental  health  ofemergency  workers  and  medical 
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personnel  will  have  to  be  closely  monitored,  and  we  will  need 
contingency  plans  for  dealing  with  public  hysteria  and  the 
disruption  of  health  care  delivery.'*  '- 

Unfortunately,  most  medical  personnel  are  not  trained 
to  work  in  protective  clothing  or  while  using  protective 
equipment  such  as  respirators.  Studies  by  the  military  show 
that  use  of  protective  clothing  and  other  apparatus  in  disaster 
settings  causes  anxiety .  claustrophobia,  difficulties  with  breath- 
ing apparatus,  overheating,  dehydration,  and  failure  to  rec- 
ognize danger.'-^'-'-  During  simulated  chemical  or  biological 
warfare.  10-20%  of  participants  experienced  moderate  to 
severe  psychological  symptoms  and  4-10%  actually  had  to 
stop  the  exercise  because  of  claustrophobia,  anxiety  or  panic, 
or  difficulty  with  protective  gear."  "  The  implications  are 
ominous  for  civilian  health  workers,  who  have  little  or  no 
training  in  performing  under  such  conditions. 

Following  the  report  of  an  attack,  both  exposed  and 
unexposed  people  may  experience  acute  anxiety  due  to  auto- 
nomic arousal  (muscle  tension,  tachycardia,  hyperventila- 
tion, sweating,  tremor,  and  a  sense  of  foreboding).  These 
symptoms  may  be  misattributed  to  the  bioterrorist  agent. 
However,  because  many  agents  can  cause  mental  dysfunc- 
tion, a  careful  mental  status  examination  will  be  required  to 
differentiate  agent-induced  disorders  of  mood,  behavior,  and 
cognition  from  psychiatric  disorders.  Other  psychological 
responses  include  horror,  anger,  panic,  magical  thinking 
about  microbes,  attribution  of  arousal  symptoms  to  infec- 
tion, fear  of  invisible  agents,  fear  of  contagion,  anger  at 
terrorists  (or  the  government),  scapegoating,  paranoia,  social 
isolation,  demoralization,  feelings  of  helplessness  and  hope- 
lessness, and  loss  of  faith  in  social  structure."  Large  numbers 
of  casualties  may  induce  panic,  public  hysteria  and  social 
disorder,  which  further  disrupt  health  care  delivery  sys- 
tems.''" 

Substantial  research  indicates  that  the  mental  health  of 
emergency  and  first  response  workers,  hospital-based  medi- 
cal personnel,  and  the  public  can  be  acutely  and  chronically 
affected  by  terrorist  acts  and  disasters.  The  literature  focuses 
on  acute  stress  disorder  (ASD)  and  posttraumatic  stress 
disorder  (PTSD),"-^'^-*-^^  for  which  Tables  5  and  6  (pages 
156-7)  outline  the  diagnostic  criteria.  These  disorders  mani- 
fest by  flashbacks,  nightmares,  sleep  disorders,  eating  distur- 
bances, fatigue,  difficulty  concentrating,  guilt,  hypervigilance, 
anxiety,  depressed  mood,  loss  of  libido,  irritability,  and  social 
conflict.  In  a  bioterrorism  crisis,  ASD  and  PTSD  may  arise 
from  the  stress  of  dealing  with  large  numbers  of  deaths, 
watching  one's  co-workers,  friends  and  loved  ones  die,  the 
quarantine  of  family  members  or  entire  communities,  and 
dealing  with  dead  bodies  (the  more  gruesome  and  slow  the 
death,  the  worse  the  psychological  sequelae).  Some  victims 
cannot  come  to  terms  with  acts  of  terrorism  unless  they  get 
external  support;  feelings  of  despair  and  hopelessness  can 
lead  to  suicide.""' 

The  psychological  morbidity  of  terrorist  attacks  is  quite 


high,  including  depression  and  pathological  bereavement  as 
well  as  ASD  and  PTSD."'  A  study  of  adult  survivors  of  the 
Oklahoma  City  bombing  indicates  that  34%,  of  1 82  survivors 
studied  developed  PTSD  and  another  11%,  other  psychiatric 
illness  (depression  or  substance  abuse)."*  Fortunately,  most 
people  exposed  to  disasters  and  other  traumatic  events  have 
no  prolonged  psychological  sequelae,-'  but  those  with  previ- 
ous trauma,  those  without  social  supports,  and  first  respond- 
ers  (police  and  emergency  medical  personnel)  are  at  high 
j-jgj.  15.17.25,27  jj^g  ygj.y  nature  of  bioterrorism  probably  puts  all 
personnel  involved  in  trying  to  identify  and  contain  the  agent 
at  high  risk  for  psychiatric  sequelae. 

People  report  different  symptoms  depending  on  how 
much  time  has  elapsed  since  the  traumatic  event.  During  the 
emergency  phase  (1-3  weeks  after  the  event)  survivors  are 
preoccupied  with  thoughts  about  it  and  openly  express  their 
anxieties.  During  the  inhibition  phase  (3-6  weeks  after  the 
event),  survivors  commonly  experience  social  conflict,  dis- 
turbed dreams  and  other  health  problems.  The  adaptation 
phase  (6  or  more  weeks  after  the  event)  is  characterized  by 
remission  of  most  signs  of  distress.-' 

Other  Stress-Associated  Sequelae 

A  number  of  studies  about  the  sequelae  of  man-made  and 
natural  disasters  may  be  pertinent  to  bioterrorism.  The  more 
we  learn  about  how  people  cope,  the  better  health  profes- 
sionals can  prepare  for  and  respond  to  the  devastation  of 
terrorism.  In  addition  to  ASD,  PTSD,  depression,  and  even 
suicide,  epidemiologic  studies  indicate  that  war  or  natural 
disasters  exacerbate  chronic  diseases  such  as  asthma,  hyper- 
tension, coronary  artery  disease,  diabetes  mellitus,  peptic 
ulcer  disease,  and  seizure  disorder.*  Some  studies  show  a 
direct  relationship  between  morbidity  and  mortality  and  the 
degree  of  devastation,  loss  of  family  and  loved  ones,  loss  of 
property,  or  relocation  to  unfamiliar  areas.  We  can  predict 
that  bioterrorist  events  will  increase  the  incidence  of  stroke, 
myocardial  infarction,  bleeding  ulcers,  and  the  medical  se- 
quelae of  common  chronic  diseases.  These  events  will  com- 
plicate triage,  particularly  early  in  the  crisis,  and  further  stress 
the  health  care  delivery  system." 


Mental  Health,  Psychiatric,  and  Social 
Interventions 

The  primary  goal  of  psychiatric  evaluation  is  to  assess  how 
well  survivors  and  especially  first  responders  and  health  care 
personnel  cope  with  and  adapt  to  stress.  Psychiatric  interven- 
tion may  also  help  in  other  ways,  including  the  prevention  of 


*For  additional  references,  see  this  article  in  The  North  Carolina 
Medical  Journal  online,  at  www.ncmedicaljoumal.com.  -  Editor 
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group  panic,  careful  and  rapid  medical  evaluation  and  treat- 
ment, the  avoidance  of  emotional  responses  such  as  "knee- 
jerk"  quarantine,  effective  communication  about  risk,  control 
of  symptomatic  hyperarousal  (via  reassurance  and  use  of 
pharmacological  anxiolytics  as  necessary),  management  of 
anger  and  fear,  clarification  of  misattributed  somatic  symp- 
toms, treatment  of  depression  and  suicidal  ideation,  provi- 
sion of  respite  as  required,  and  restoration  of  those  suffering 
mental  sequelae  to  effective,  useful  social  roles  in  the  com- 
munity." Social  support  is  quite  important.  Friends,  neigh- 
bors and  colleagues  can  help  bolster  coping  efficacy,  and  the 
mental,  emotional  and  spiritual  bonding  that  occurs  within 
communities  can  overcome  the  trauma  of  terrorist  bombings. 
The  psychological  value  of  "pulling  together"  within  the 
community  and  the  involvement  of  social  support  systems 
such  as  organized  religion  should  not  be  underemphasized.-^'^' 
Maintaining  contact  with  parents  is  espe- 
cially important  for  children:  family  mem- 
bers should  not  be  separated  from  one 
another  if  possible.  If  quarantine  or  isola- 
tion is  necessary  to  prevent  spread  of  infec- 
tion, telecommunications  (telephones,  tele- 
visions, the  Internet)  can  help  prevent  so- 
cial isolation  and  a  sense  of  stigmatiza- 


tion.' 


The  medical  community  has  long  rec- 
ognized the  value  of  early  psychological 
intervention  and  counseling  for  victims  of 
natural  and  man-made  disasters.  The  Criti- 
cal Incident  Stress  Management  (CISM) 
program  uses  Critical  Incident  Stress  De- 
briefing (CISD)  to  prevent  or  mitigate 

adverse  psychological  reactions  in  emer-         

gency  and  public  safety  personnel,  physi- 
cians, nurses,  and  disaster  management  and  relief  person- 
pg]  17:3.40-43  Qj^g  j-2(,gj  of  preparedness  is  the  development  of 
CISM  programs  and  identification  of  CISD  teams  to  focus 
on  the  unique  psychological  issues  associated  with 
bioterrorism.  Given  the  potential  need  for  quarantine  or 
isolation  after  bioterrorist  events,  it  may  be  helpful  to  develop 
"teledebriefing"  capability  (similar  to  the  use  of  telemedicine 
in  disasters  "")  for  mental  health  professionals  who  cannot 
safely  be  brought  into  physical  proximity  with  victims." 

Bioterrorism  requires  new  classes  of  emergency  re- 
sponse personnel.  Teams  trained  to  deal  with  man-made 
accidents  and  disasters  involving  the  release  of  radiation, 
pesticides,  and  hazardous  materials  already  exist  in  many 
states.  However,  these  teams  are  not  currently  trained  or 
adequately  equipped  to  respond  to  the  purposeful  release  of 
chemical  and  biological  agents.  Given  the  inevitable  delays  in 
deploying  federal  response  units,  it  is  important  that  local 
and  state  agencies  develop  specially-trained  chemical  agent 
and  biohazard  first-responder  teams.  As  part  of  the  Domes- 
tic Preparedness  Program.  DOD  has  begun  such  training  for 
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traditional  first  responders,  and  the  PHS  has  established  24- 
hour  on-call  metropolitan  medical  strike  teams  (which  in- 
clude mental  health  professionals)  in  the  nation's  120  largest 
cities. -■*  Like  their  federal  counterparts,  these  teams  focus  on 
technical  assessment  and  management  of  the  problem  at 
hand,  and,  in  collaboration  with  traditional  first  responders, 
they  place  primary  emphasis  on  rescue  and  recovery,  triage 
and  prehospital  treatment  of  the  sick  and  injured,  mainte- 
nance of  public  safety,  and  protection  of  property  and  the 
environment.  Deployment  of  specialized  teams  will  reduce 
the  potential  for  psychological  stress  in  first  responders. 

The  effects  of  a  terrorist  release  of  a  microbiologic  agent 
(in  contrast  to  a  toxic  gas)  are  usually  not  evident  for  several 
days,  so  traditional  first  responders  may  have  only  a  limited 
role.  It  is  more  likely  that  medical  personnel  in  emergency 
rooms,  primary  care  physicians,  and  infectious  disease  spe- 
cialists will  be  the  unwitting  "first  respond- 
ers," and  may  find  themselves  exposed- 
even  dying— before  the  infectious  agent  is 
recognized.  This  means  we  will  have  to 
make  a  major  commitment  to  improve  and 
integrate  epidemiologic  surveillance  sys- 
tems at  the  local,  state  and  federal  levels, 
and  educate  all  health  workers  so  that  they 
are  aware  of  the  threat. 


Discussion  and  Summary 


During  World  War  H,  the  US  government 
commissioned  Norman  Rockwell  to  paint  a 
series  of  pictures  depicting  "The  FourFree- 

doms"-  Freedom  of  Speech,  Freedom  of 

Religion,  Freedom  from  Want,  and  Free- 
dom from  Fear.  Terrorism  violates  our  right  to  be  free  from 
fear.''-^  Today,  a  seemingly  endless  series  of  highly  publicized 
mass  killings  in  the  workplace,  schools,  abortion  chnics,  and 
elsewhere  fosters  a  growing  concern  about  acts  of  terrorism. 
Governments  and  the  medical  profession  must  take  steps  to 
prevent  terrorist  acts  and,  if  that  effort  fails,  to  minimize  the 
health  consequences  of  such  acts  and  bring  the  perpetrators 
to  justice. 

The  psychological  issues  related  to  terrorism  include 
both  the  mind-set  of  the  perpetrators  and  the  psychological 
responses  of  victims  and  the  public.  The  victims  and  the 
general  public  may  have  underlying  psychiatric  conditions 
aggravated  or  rekindled  in  response  to  a  terrorist  attack; 
otherwise  psychologically  healthy  persons  may  experience  de 
novo  psychiatric  symptoms  such  as  anxiety,  fear,  hysteria  or 
panic.  Often,  the  perpetrators  are  mentally  ill,  and  may  have 
previously  sought  psychiatric  treatment.  Usually,  their  stated 
motivation  is  revenge  for  real  or  imaginary  wrongs. 

The  threat  of  terrorist  acts  has  increased  efforts  to  have 
mental  health  and  other  professionals  identify  and  report 
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persons  with  fantasies  of  or  plans  for  violent  assaults.  The 
Tarasoff  decision'"'  on  "duty  to  warn"  made  mental  health 
professionals  aware  that  "where  public  peril  begins,  indi- 
vidual privilege  of  medical  confidentiality  ends."  Since  the 
1970s,  the  forced  hospitalization  and  treatment  of  mentally 
ill  persons  perceived  to  pose  a  risk  of  violence  has  been 
complicated  by  the  strict  legal  standard  of  "clear  and  imme- 
diate danger  to  oneself  or  the  public"  as  a  necessary  criterion 
for  commitment.  While  most  jurisdictions  allow  some  flex- 
ibility, it  can  still  be  difficult  to  keep  a  person  hospitalized 
involuntarily.  Sometimes  the  seriously  mentally  ill  are  dan- 
gerous only  if  they  discontinue  taking  psychotropic  medica- 
tion, or  if  they  have  access  to  alcohol  or  other  drugs.  This 
means  the  period  of  clear  and  immediate  danger  may  be  brief 
and  rapidly  correctable.  However,  some  of  those  hospitalized 
for  treatment  will,  on  release,  discontinue  their  medications 
or  again  abuse  intoxicating  drugs.  In 
many  states  there  is  no  way  to  treat  these 
patients  without  their  consent,  but  ef- 
forts are  underway  to  address  these  and 
other  problems  through  laws  permitting 
commitment  and  conditional  release. 

Increased  concern  about  BW  and 
domestic  bioterrorism  coincides  with  a 
decline  in  cold  war  fears  of  international 
nuclear  mass  annihilation.  We  do  not 
know  how  much  stress  was  experienced 
by  populations  subjected  to  the  threat  of 
nuclear  holocaust,  but  it  was  probably 
tempered  by  the  protracted  nature  of  the 
risk,  the  lengthy  discussions  about  disar- 
mament, and  the  conclusion  that  indi- 
viduals were  powerless  to  alter  the  course         

of  international  events.  The  threat  of 
nuclear  terrorism  still  exists,  and  we  can  learn  something 
from  the  global  experience.  At  the  beginning  of  the  cold  war, 
except  for  vivid  accounts  of  death  and  destruction  in  Hiroshima 
and  Nagasaki,  the  general  pubUc  was  largely  ignorant  about 
nuclear  war  and  the  acute  and  chronic  health  effects  of 
ionizing  radiation.  Subsequent  scientific  inquiry  by  the  Atomic 
Bomb  Casualty  Commission  and  others  helped  define  the 
health  risks  and  hazards  of  nuclear  war,  and  helped  shape 
policy  decisions  about  national  and  international  prepared- 
ness, deterrence  and  disarmament. 

BW  is  not  new.  What  is  new  is  the  likelihood  that 
biological,  not  nuclear,  agents  will  be  used  both  in  conven- 
tional wars  and  in  acts  of  domestic  and  international  terror- 
ism. The  technology  is  just  too  simple  and  accessible.  The 
psychological  issues  related  to  bioterrorism  hinge  on  the 
public's  abiding  fear  of  infection  and  its  ignorance  of  bio- 
medical issues.  The  best  way  to  deal  with  this  is  a  concerted 
campaign  to  educate  the  public  about  bioterrorism  and  what 
governments  and  other  agencies  are  doing  in  terms  of  preven- 
tion, preparedness  and  response.  The  media  can  play  an 
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active  role  by  educating  the  public  about  the  health  threats  of 
bioterrorism." 

Psychiatry  has  three  professional  roles  regarding 
bioterrorism.  The  first  is  primary  prevention.  Psychiatrists 
can  develop  psychological  profiles  to  identify  individuals  and 
organizations  at  risk  to  initiate  or  participate  in  terrorist 
activities.  These  include  some  people  with  untreated  para- 
noid schizophrenia,  xenophobics,  religious  fanatics  and  zeal- 
ots, members  of  cults  or  racial  and  ethnic  hate  organizations, 
radical  antiabortionists  and  environmentalists  (self-pro- 
claimed "eco-terrorists"),  and  those  spouting  anti-govern- 
ment or  ultra-nationalistic  rhetoric.  Psychiatrists,  psycholo- 
gists, and  other  mental  health  care  providers  should  respond 
to  persons  who  make  terrorist  threats  in  the  same  way  that 
pediatricians  and  social  workers  respond  to  threats  of  child 
abuse,  and  the  way  teachers,  classmates,  parents,  and  health 
care  providers  respond  to  threats  of 
gun-related  violence  by  disturbed  stu- 
dents. Bioterrorism  threatens  national 
security  and  the  public  health,  and  its 
prevention  must  take  precedence  over 
patient  confidentiality  and  the  personal 
freedoms  of  would-be  criminals.  We 
can  only  wonder  whether  those  arrested 
for  ordering  Y.  pestis  or  for  possessing 
ricin  and  botulinum  toxins  communi- 
cated clues  about  their  intentions  to 
family,  neighbors,  friends,  or  health 
care  providers.  In  any  case,  states  need 
to  pass  laws  protecting  medical  profes- 
sionals from  civil  and  criminal  liability 
when  they  report  conversations,  threats, 

or  activities  related  to  terrorism  or  other 

forms  of  violence.  We  already  have  such 
legislation  regarding  child  abuse,  communicable  diseases, 
and  illnesses  due  to  occupational  and  environmental  hazards. 
None  of  these  poses  as  catastrophic  a  threat  to  public  health 
as  bioterrorism  does. 

Secondly,  mental  health  care  providers  should  be  pre- 
pared to  serve  in  emergency  roles  if  needed.  They  should 
participate  in  local,  state,  and  national  planning  and  pre- 
paredness activities,  including  disaster  drills  involving 
bioterrorism.  In  the  event  of  an  actual  bioterrorist  event, 
psychiatrists  will  have  to  use  their  knowledge  and  skills  to 
assess  the  efficacy  of  coping  and  adaptation  by  survivors  and 
rescue  personnel,  especially  first  responders  and  health  care 
workers.  Psychiatric  inter\'entions,  particularly  those  associ- 
ated with  CISM  and  CISD,  will  play  a  pivotal  role  in 
maintaining  and  restoring  normal  mental  health  functioning 
after  a  bioterrorist  attack. 

Thirdly,  mental  health  professionals  and  agencies  should 
prepare  to  deal  with  the  psychosocial  aftermath  of 
bioterrorism.  They  should  be  familiar  with  the  diagnostic 
criteria  for  Acute  Stress  Disorder  (Table  5)  and  Postraumatic 
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Stress  Disorder  (Table  6)  and  the  Critical  Incident  Stress 
Management  (CISM)  and  Critical  Incident  Stress  Debrief- 
ing (CISD)  interventions  used  in  post-disaster  settings. 
Information  about  these  topics  should  be  reviewed  regularly, 
and  educational  update  programs  offered  on  a  regular  basis. 
Understanding  the  potential  medical  and  psychosocial  se- 
quelae discussed  in  this  paper  and  elsewhere  can  provide  a 
solid  foundation  for  an  organized  and  effective  medical  and 
mental  health  response  capability. 

Despite  the  growing  concern  about  bioterrorism,  we 
know  little  about  its  nature.  There  never  has  been  a  major 
attack,  and  so  there  is  no  track-record  with  which  to  deter- 
mine how  best  to  respond.  We  are  today  where  we  were  30 
years  ago  with  respect  to  conventional  tenorism.  A  bioterrorist 
attack  could  create  a  medical,  political,  and  social  catastrophe 
unparalleled  in  history.  It  might  even  mean  the  imposition 
of  martial  law  by  the  President.  The  greatest  payoff  will  come 
from  a  well-organized  response  to  an  incident.''  Conse- 
quently, we  must  have  an  effective  plan  for  the  early  involve- 
ment of  psychiatrists,  psychologists  and  other  mental  health 
professionals  at  the  local,  state,  and  national  levels. 

We  should  keep  the  concept  of  "dual  use"  at  the  fore- 
front as  we  develop  multidisciplinary  and  interdisciplinary 
efforts  to  combat  bioterrorism,  and  as  we  enhance  surveil- 
lance, epidemiological,  laboratory  and  other  capacities.  In 
1951,  the  CDC  created  the  Epidemic  Intelligence  Service, 
staffed  by  epidemiologists  trained  to  respond  in  case  of  a  B  W 
attack  in  the  US.  This  was  doubly  sensible  because  the  sound 
epidemiologic  investigation  of  disease  outbreaks,  whether 
natural  or  purposeful,  provides  big  public  health  dividends.** 
Efforts  under  way  in  North  Carolina  and  elsewhere  to 
develop  an  enhanced  public  health  and  mental  health  re- 
spon.se  to  the  threat  of  bioterrorism  will  lead  to  capabilities 
that  will  be  helpful  in  conventional  teiTorism  and  the  many 
other  natural  and  man-made  disasters  that  the  future  holds. 

Disclaimer:  The  opinions  expressed  are  those  of  the  authors 
and  and  should  not  be  interpreted  as  those  of  the  NC 
Department  of  Health  and  Human  Services,  the  University 
of  North  Carolina,  or  the  North  Carolina  Medical  Society. 
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A      PIECE      OF      A      NORTH      CAROLINA      DOCTOR'S      MIND 


Medical  Care  or  Market  Share? 


Neil  S.  Prose,  MD 


>5A/ote  from  fAjeEd/torAbusiness  and  marketing  executive,  speaking  toa  group  of  dermatologists,  suggested  to  hisaudience  that,  among  other 
things,  they  should  considerselling  skin  products  in  theiroffices,  and  they  should  thanktheir  patients  (he  called  them  customers)  fortheirbusiness. 
Dr.  Neil  Prose,  who  was  in  that  audience,  found  these  notions  food  for  considerable  thought  and  drafted  the  following  letterto  his  colleagues.  We 
>  saw  the  letter  and  persuaded  Dr.  Prose  that  it  deserved  a  wider  reading. 


Dear  Colleagues: 

Mr.  X"s  presentation  at  our  conference  certainly  raises 
some  fundamental  questions  about  our  work  as  physicians, 
and  about  what  we  really  value.  Since  there  was  so  little  time 
for  discussion,  I  am  responding  in  writing  to  Mr.  X's  message. 

First  of  all,  credit  where  credit  is  due.  We,  as  doctors, 
sometimes  lose  sight  of  the  entire  experience  that  our  patients 
face  in  coming  to  such  a  large  and  complicated  institution.  To 
the  extent  that  we  have  the  power  to  solve  some  of  these 
problems  (telephone  access,  parking,  crowded  waiting  rooms, 
surly  or  uncaring  staff),  we  should  do  so.  In  these  areas,  we 
should  measure  ourselves  against  the  most  efficient  and 
customer-friendly  businesses.  So  I  compliment  marketing 
and  business  people  for  bringing  these  issues  to  our  attention 
and  helping  us  solve  them. 

Now  the  problem.  Put  simply,  the  application  of  the 
service  industry  "customer  satisfaction"  model  to  the  doctor- 
patient  relationship  seems  to  me  a  recipe  for  disaster.  I  think 
the  public's  high  rating  of  our  institution  comes  from  the  way 
we  value  each  person  who  walks  into  our  clinic  —  as  a  patient, 
not  as  a  customer.  Implementing  the  "customer  approach"  in 
our  teaching  and  daily  practice  would  mean  sacrificing  a 
wonderful  medical  culture,  to  follow  forever  in  the  footsteps 
of  Ray  Kroc  instead  of  William  Osier.  We  would  all  come  to 
regret  that  for  generations  to  come. 

What  are  the  differences  between  a  doctor-patient  rela- 
tionship and  a  vendor-customer  relationship?  First  of  all,  the 
stakes  are  so  much  higher  for  the  patient  who  is  going  to  the 
doctor.  Patients  come  with  concerns  that  are  vastly  more 
important  to  their  well-being  than  just  "buying  something." 
They  tell  us  things  about  their  lives  that  no  one  else  hears.  And 
so  much  more  depends  on  the  interaction.  Patients  know  the 
difference  between  the  consequences  of  a  bad  meal  and  a  bad 
diagnosis.  In  the  end,  after  all  their  Internet  inquiries,  their 
adventures  with  alternative  medicine  and  self-medication, 
patients  choose  to  place  enormous  trust  in  us. 

Secondly,  we  play  an  educational  role  in  the  lives  of  our 
patients  -  in  fact,  that  is  why  we  are  called  doctors.  Unlike  the 


experience  in  a  restaurant,  doctors  are  obliged  to  consider 
both  what  patients  want  and  what  we  know  to  be  good  for 
them.  (Imagine  a  waitress  telling  you  that  the  cheesecake  will 
probably  contribute  to  your  risk  of  heart  disease! )  We  have  a 
moral  and  spiritual  obligation  to  do  what  is  right  for  our 
patients,  even  if  it  doesn't  conform  to  market  demands.  At 
times,  those  decisions  will  hurt  our  "business,"  but  we — and 
our  patients — benefit  in  the  long  run.  The  customer  ap- 
proach is  not  appropriate  for  our  role  as  educators  of  patients. 
We  wouldn't  want  high  school  English  teachers  to  abandon 
Shakespeare  in  favor  of  teenage  focus  groups;  we  shouldn't 
belittle  our  role  as  guides  and  teachers,  either. 

Finally,  the  market  approach  to  medicine,  basing  our 
activities  primarily  on  customer  demand,  will  lead  us  into  an 
ethical  quagmire.  I  know  there  are  differences  of  opinion  on 
this,  but  I  think  the  idea  of  selling  products  in  the  office — a 
logical  extension  of  "patient  as  customer"  thinking — is  a 
mistake,  a  direction  we  need  to  avoid.  I  can't  imagine 
thanking  patients  "for  their  business."  I  find  it  very  hard  to 
believe  that  any  patients  or  families,  troubled  by  real  illness, 
would  ever  want  to  hear  such  words  from  their  doctor. 
Statements  like  that  demean  the  doctor-patient  relationship 
in  a  fundamental  way. 

A  few  months  ago,  I  sat  next  to  the  CEO  of  a  major 
corporation  on  a  flight  from  RDU  to  London.  We  talked  for 
hours,  mostly  about  the  day-to-day  pleasures  and  frustrations 
of  our  work.  Unquestionably,  his  career  was  much  more 
lucrative  and,  by  most  standards,  much  more  exciting  than 
mine.  But  several  hours  into  our  discussion  I  began  to  sense 
his  envy  for  the  work  that  I  do.  He  confessed  that  he  had 
seriously  considered  going  to  medical  school,  and  he  realized 
now  that,  in  spite  of  all  of  his  triumphs,  he  would  always  miss 
not  having  a  job  where  success  is  measured  by  helping  other 
people  instead  of  corporate  growth  and  profit.  I  left  the  plane 
feeling,  as  I  often  do,  very  fortunate  for  my  professional  life. 

The  work  of  providing  health  care  is  wonderfully  special, 
and  unique.  There  are  business  aspects  to  it,  true,  but  it  is 
much,  much  more  than  that.  We  need  to  keep  it  that  way. 
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PUBLIC    HEALTH 


Annual  Report  of  the  State  Health  Director 


A.  Dennis  McBride,  MD,  MPH,  Assistant  Secretary  for  Health/State  Health  Director 
NC  Dept.  of  Health  and  Human  Services 


On  November  12,1 999,  the  State  Health  Director  delivered  a  report  to  the  Annual  Meeting  of  the  North  Carolina  Medical  Society. 
We  print  here  a  separate,  subsequently  prepared  report  sharing  the  views  of  the  Health  Director  on  topics  of  importance  to  the 
public  health  of  North  Carolina. 
V J 


In  ttiis  report  I  touch  on  two  major  areas  of  concern  -  the 
Hurricane  Floyd  Disaster  and  environmental  health,  and 
health  disparities  and  the  care  and  protection  of  the  vulner- 
able -  as  well  as  a  number  of  other  important  health  issues. 

Hurricane  Floyd 

Hurricane  Floyd  brought  more  flooding,  environmental 
destruction,  and  human  suffering  to  Eastern  North  Carolina 
than  any  prior  natural  disaster.  It  will  take  years  for  that  area 
to  recover,  but  North  Carolinians  can  be  proud  of  the 
response  of  their  state's  health  community.  As  a  major 
partner  in  that  response,  the  North  Carolina  Medical  Society 
helped  assemble  and  coordinate  an  army  of  volunteer  physi- 
cians, nurses,  health  educators,  and  other  health  workers  to 
go  into  the  flood  area.  Of  particular  note,  the  Department  of 
Health  &  Human  Services  teamed  with  the  North  Carolina 
Medical  Society  and  the  UNC  School  of  Pharmacy  to  create 
an  Emergency  Pharmaceutical  and  Medical  Supply  Hotline 
to  service  the  flood  areas.  North  Carolina  can  be  thankful  to 
its  state  and  local  public  health  departments,  doctors,  envi- 
ronmental health  specialists,  nurses,  health  educators,  and 
the  whole  public  health  community  for  their  efforts. 

For  public  health  reasons,  the  13  hardest  hit  counties 
were  grouped  into  seven  zones.  Each  zone  had  a  designated 
"Public  Health  Zone  Coordinator"  (who  reported  to  a 
central  "Zone  Manager")  who  focused  public  health  re- 
sources where  they  were  most  needed.  This  allowed  us  to 
work  efficiently  with  the  local  health  directors,  environmen- 
tal health  workers,  EOC  directors,  cooperative  extension 
agencies,  building  inspectors,  and  others  to  provide  intensive 
public  health  services  where  most  needed.  This  strategy 
proved  to  be  extremely  effective  and  will  be  used  in  future 
events.  We  must  remember,  however,  that  the  disaster 


continues.  Many  vulnerable  people,  especially  the  elderly, 
remain  displaced  and  at  health  risk.  Mental  health  needs 
remain  unmet.  Many  environmental  questions,  such  as  alter- 
natives to  the  open  sequestration  of  animal  waste  (hog 
lagoons),  need  answers. 

Floyd  highlighted  the  need  to  group  all  environmental 
health  activities  under  the  aegis  of  public  health,  rather  than 
dividing  them  between  public  health  and  the  Department  of 
Environment  and  Natural  Resources,  as  is  presently  the  case. 
Floyd  also  highlighted  the  health  risk  of  human  exposure  to 
environmental  contaminants.  We  have  already  experienced 
epidemics  of  asthma  and  childhood  lead  poisoning,  as  well 
as  contamination  of  fish  with  mercury  and  dioxin,  contami- 
nation of  drinking  water  supplies,  air  pollution,  and  climate 
change. 

Environmental  pollution  often  disproportionately  af- 
fects minorities  and  the  poor,  raising  questions  of  environ- 
mental justice.  To  address  these  problems,  the  Department 
of  Health  and  Human  Services  will  hold  a  Human  Health 
Ecology  conference  on  June  28-29,  2000.  in  Raleigh,  in  part 
at  the  new  North  Carolina  Natural  History  Museum.  Dr. 
Rita  Caulwell,  director  of  the  National  Science  Foundation, 
will  deliver  the  keynote  address.  Drs.  Bill  Friday.  David 
Bruton,  and  Bill  Roper  serve  on  the  steering  committee. 

Asthma 

In  early  1999,  the  North  Carolina  Division  of  Public  Health 
commissioned  the  UNC  School  of  Public  Health  to  survey 
11,600  children  in  five  public  middle  schools  in  West, 
Central,  and  Coastal  North  Carolina.  The  survey  found  that 
10%  had  been  diagnosed  by  a  physician  as  suffering  from 
asthma;  another  19%  had  no  formal  diagnosis  but  had 
wheezing  symptoms.  Thus,  almost  30%  of  the  children 
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surveyed  currently  had  asthma  or  asthma-like  symptoms  -  a 
strikingly  high  percentage! 

The  Division  of  Public  Health  has  the  job  of  assuring 
early  and  accurate  diagnosis  of  asthma,  taking  active  steps  to 
reduce  or  eliminate  environmental  asthma  triggers,  collect- 
ing data,  and  educating  the  community  about  symptoms  and 
risk  factors.  In  North  Carolina,  we  have  made  significant 
strides  toward  these  goals;  we  plan  to  do  more  in  terms  of 
epidemiology,  patient  and  health  care  provider  education, 
environmental  intervention,  and  -  with  the  help  of  the  North 
Carolina  Medical  Society  -  improved  medical  management. 

Disproportionate  Health  Risks  To  Minorities 

Asthma  is  only  one  of  many  diseases  that  disproportionately 
affect  the  poor  and  minority  communities.  African  Ameri- 
cans suffer  higher  rates  of  cancer,  diabetes,  cai'diovascular 
disease,  asthma,  injuries,  childhood  lead  poisoning.  HIV/ 
AIDS,  sexually  transmitted  diseases  (STDs).  and  infant 
mortality.  Racial  and  ethnic  minorities  constitute  about  25% 
of  North  Carolina's  population,  but  the  proportion  of  AIDS 
cases  in  this  population  increased  from  approximately  50%  in 
the  eariy  1980s  to  approximately  75%  in  1997-1998.  From 
1990  through  1998.  about  75%  of  the  cases  of  HIV  infections 
have  been  found  in  minorities  -  mostly  African-Americans, 
but  there  has  been  an  increase  in  cases  reported  from  other 
racial/ethnic  communities,  especially  Hispanics.  Given  the 
rapid  growth  of  the  Hispanic  population  in  North  Carolina. 
we  can  predict  increasing  numbers  of  cases  from  this  commu- 
nity. There  is  also  a  growing  proportion  of  HIV  infection  in 
women,  especially  women  of  color. 

North  Carolina  collects  data  on  infection  with  syphilis, 
gonorrhea  and  chlamydia.  For  all  three  STDs,  the  case  rates 
are  significantly  higher  for  racial/ethnic  minorities  than  for 
the  state  population  overall.  In  1998.  78%  of  the  cases  of 
syphilis.  84%  of  gonorrhea,  and  67%  of  chlamydia  were 
reported  from  African  Americans.  In  1998,  North  Carolina 
had  the  greatest  number  of  primary  and  secondary  cases  of 
syphilis  in  the  nation.  Half  of  all  early  syphilis  cases  in  the  US 
in  1998  were  reported  from  28  counties,  five  of  which  (Wake, 
Forsyth,  Guilford,  Mecklenburg,  and  Robeson)  are  located 
in  North  Carolina.  We  are  committed  to  removing  North 
Carolina  from  the  dubious  list.  My  department  has  instituted 
a  major  program  to  combat  syphilis.  In  partnership  with  the 
Centers  for  Disease  Control,  we  have  syphilis  elimination 
projects  in  eight  high-risk  counties. 

AIDS  Drug  Assistance  Program 

Because  of  the  continuing  support  of  the  Governor  and  the 
General  Assembly.  North  Carolina's  AIDS  Drug  Assistance 
Program  (ADAP)  was  allocated  $7,775,000  in  FY  2000  to 
purchase  HIV-related  medications  for  low-income  persons 
across  the  state.  The  program  currently  has  about  1,650 


people  enrolled,  and  they  use  medication  costing  an  average 
of  just  under  $1,000  per  person  per  month.  Physicians  whose 
patients  who  may  be  eligible  for  and  need  this  program  can 
contact  either  the  AIDS  Care  Unit  of  the  Division  of  Public 
Health  (9 1 9  7 1 5-3 1 1 8 )  or  the  Office  of  Purchase  of  Medical 
Care  Services  (919  733-6298). 

Preventing  Lead  Poisoning 

Lead  has  been  and  continues  to  be  the  greatest  environmental 
hazard  faced  by  our  youngest  children.  In  1998,  more  than 
3%  of  the  children  aged  1  and  2  who  were  screened  for  lead 
intoxication  had  blood  lead  levels  high  enough  to  cause 
physical  and  cognitive  impairment.  Unfortunately,  primary 
care  providers  have  been  slow  to  recognize  the  need  to  screen 
such  children  (in  1998,  only  25%  of  children  aged  1  and  2 
were  screened).  Late  in  1998,  we  formulated  new  policies  to 
encourage  screening  and  these  are  now  beginning  to  work. 
We  expect  screening  to  increase  by  almost  25%  during  1999, 
with  the  increase  coming  largely  from  the  private  sector. 

Infant  Mortality 

According  to  the  State  Center  for  Health  Statistics,  the 
infant  mortality  rate  in  North  Carolina  for  1998  was  9.3 
deaths/1.000  live  births.  The  infant  mortality  rate  in  1995. 
1996.  and  1997  was  9.2.  and  the  increase,  while  not  large,  is 
mainly  attributable  to  a  rise  in  African  American  infant 
mortality.  National  data  for  1998  will  not  be  available  for 
some  time,  but  North  Carolina  will  certainly  rank  at  or  near 
the  bottom  of  the  list.  The  Division  of  Public  Health's  Office 
for  Minority  Health  is  developing  intervention  strategies  to 
eliminate  racial  disparities  in  health  status.  It  is  going  to  take 
a  major  concerted  effort. 

Protecting  The  Vulnerable 

The  North  Carolina  Department  of  Health  and  Human 
Services  has  begun  a  Long-Term  Care  Safety  program  to 
strengthen  the  oversight  of  adult  care  homes,  the  training  and 
certifying  of  rest  home  personnel,  and  to  develop  standards 
for  special-care  patients,  such  as  those  with  Alzheimer's 
disease.  Once  fully  instituted,  this  program  will  make  North 
Carolina  a  safer  place  for  the  elderly  and  the  disabled. 

Protecting  Newborns 

The  North  Carolina  Newborn  Screening  Program  screens  all 
newborns  for  five  disorders  -  phenylketonuria  (PKU).  galac- 
tosemia, congenital  primary  hypothyroidism,  congenital 
adrenal  hyperplasia  (CAH).  and  hemoglobinopathies.  Last 
April,  the  State  Laboratory  obtained  a  state-of-the-art  Tan- 
dem Mass  Spectrometer  to  screen  for  disorders  of  amino 
acid,  organic  acid,  and  fatty  acid  metabolism.  Over  the 
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ensuing  four  months,  the  State  Laboratory  screened  43.108 
newborns  with  this  apparatus. 

Every  year,  as  many  as  600  North  Carolina  children  are 
bom  with  a  significant  hearing  loss.  Most  are  not  identified 
early,  but  new  screening  techniques  allow  newborns  to  be 
screened  shortly  after  birth  and  certainly  within  three  months. 
We  are  happy  to  say  that  the  Commission  for  Health 
Services  adopted  mles,  effective  October  1,  1999,  requiring 
universal  hearing  evaluation  of  newborns.  The  rules  and 
related  guidelines  were  developed  with  the  help  of  the 
NCMS  Children  and  Youth  Committee,  and  we  are  ex- 
tremely grateful  for  this  valued  assistance. 

Children's  Health 

NC  Health  Choice  for  Children,  our  new  children's  health 
insurance  program,  continues  to  have  great  success.  In  fact. 
North  Carolina  leads  the  country  in  enrollment  in  the 
program  (in  just  1 1  months,  it  has  enrolled  more  than  51,000 
children,  exceeding  original  projections). 

Medical  practitioners  in  many  areas  of  North  Carolina 
have  become  concerned  by  the  frequency  of  severe  dental 
caries  in  very  young  children.  Since  very  young  children  are 
often  seen  only  in  medical  practices,  the  Division  of  Medical 
Assistance  will  add  a  Medicaid  payment  code  allowing 
reimbursement  of  physicians  who  provide  services  to  help 
prevent  "early  childhood  caries,"  or  "baby-bottle  tooth  de- 
cay." Primary  (baby)  teeth  are  important  for  a  child' s  physical 
and  psychological  development,  for  chewing  and  speech,  and 
to  guide  permanent  teeth  into  proper  position.  Treating 
developed  caries  in  these  children  is  difficult  and  costly,  so 
prevention  is  essential.  The  new  Medicaid  service  will  cover 
dental  education  for  parents,  screening  of  children's  teeth, 
and  application  of  topical  fluoride  varnish  to  prevent  cavities. 
This  service  will  be  available  for  children  from  birth  to  36 
months  of  age.  Plans  are  in  development  to  help  the  medical 
community  on  implementation  of  this  service. 

Coordinated  School  Health 

As  part  of  an  on-going  collaboration  between  the  Depart- 
ment of  Public  Instruction  and  the  Department  of  Health 
and  Human  Services,  a  statewide  Infrastructure  Council  for 
Healthy  Schools  will  examine  school  health  policies,  proce- 
dures, and  laws  that  influence  the  health  of  students.  The 
Council  will  make  recommendations  and  develop  strategies 
to  improve  school  health.  Among  the  problems  facing  the 
Council  is  a  persisting  shortage  of  school  nurses.  Until  that 
shortage  is  corrected,  our  school  children  will  continue  to  be 
badly  under-served. 

Reducing  Tobacco  Use  By  Teenagers 

One  in  every  three  school-age  teens  in  North  Carolina 


smokes.  This  shocking  number  has  risen  by  more  than  30% 
in  the  past  5  years.  In  January,  1 ,400  teens,  parents,  teachers, 
principals  and  community  leaders  joined  the  governor  at  a 
two-day  summit  in  Charlotte  to  begin  a  strong  teen  tobacco 
reduction  program.  The  summit  developed  community- 
based  approaches  aimed  at  preventing  teens  from  starting  to 
smoke  and  at  helping  those  already  using  tobacco  to  quit. 
These  plans  for  communities  represent  a  critical  partnership 
between  public  health,  mental  health  agencies,  the  schools, 
community  groups,  teens  and  the  American  Cancer  Society. 

Tuberculosis 

In  1998,  the  incidence  of  tuberculosis  reached  its  lowest 
point  in  North  Carolina's  history.  Fewer  than  500  cases  were 
reported  that  year  (incidence  7.2/100,000).  This  represents 
a  two-thirds  reduction  in  incidence  over  the  past  20  years,  at 
a  time  when  the  national  incidence  was  reduced  by  only  half 
Still,  there  are  serious  concerns  because  an  estimated  375,000 
North  Carolinians  harbor  latent  tuberculosis. 

Most  tuberculosis  cases  can  be  treated  effectively  with 
medications,  but  across  the  nation,  drug-resistant  organisms 
are  found  in  nearly  one  in  1 0  cases.  Fortunately,  the  resistance 
problem  in  North  Carolina  is  below  the  US  average  -  thanks 
in  part  to  strict  adherence  to  treatment  regimens  and  directly 
observed  therapy.  We  must  maintain  that  vigilance. 

Dental  Benefits  Added  To  NC  Health  Choice 

New  benefits  provide  basic  dental  services,  application  of 
dental  sealants,  simple  extractions,  therapeutic  pulpotomies, 
and  insertion  of  prefabricated  stainless  steel  crowns.  Plans  are 
under  way  to  increase  to  encourage  more  privately  practicing 
dentists  to  participate  in  Health  Choice. 

Adolescent  Pregnancy 

In  North  Carolina,  as  in  other  southeastern  states,  teen 
pregnancy  rates  are  consistently  among  the  highest  in  the 
nation.  In  1998,  171  of  every  2,000  North  Carolina  women 
between  15  and  19  years  old  became  pregnant.  This  is  the 
lowest  rate  in  20  years,  but  there  is  still  much  work  to  be  done. 
Many  county  boards  of  commissioners  are  currently 
considering  resolutions  calling  for  repeal  of  the  North  Caro- 
lina statute  that  gives  minors  the  right  to  obtain  certain 
medical  services  (including  services  related  to  the  prevention 
of  pregnancy,  treatment  for  emotional  disturbances,  prenatal 
care,  and  treatment  for  drug  and  alcohol  abuse).  Unfortu- 
nately, these  are  just  the  services  that  many  of  our  young 
people  most  need.  I  urge  North  Carolina's  doctors  to  talk 
about  this  issue  at  local  medical  societies  and  specialty 
societies.  We  need  to  unite  as  a  body — and  before  next  year' s 
Annual  Meeting — in  defense  of  a  right  that  has  significantly 
improved  the  health  status  of  our  young  people. 
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Long-Term  Care 

The  General  Assembly  passed  the  Long-Tenn  Care  Safety 
Initiative  largely  as  requested  by  the  Department  of  Health 
and  Human  Services.  Temporary  rules  went  into  effect  in 
early  September.  Except  for  the  rules  relating  to  assessments 
for  State/County  Special  Assistance  recipients,  which  con- 
tinue to  be  the  responsibility  of  the  Social  Services  Commis- 
sion, the  Medical  Care  Commission  (to  which  the  North 
Carolina  Medical  Society  appoints  three  representatives) 
now  has  the  statutory  authority  to  make  rules  for  adult  care 
homes  (rest  homes).  The  Commission  held  four  public 
hearings  across  the  state  in  January  and  February,  and  will 
take  final  action  on  its  rules  at  its  March  meeting  in  Raleigh. 
These  rules  will  significantly  strengthen  requirements 
for  administration  of  medication  in  adult  care  homes  by 
requiring  that  medication  aides  pass  a  competency  examina- 
tion consisting  of  a  written  test  and  a  validation  of  clinical 
skills.  Previously,  medication  aides  in  adult  care  homes  had 
not  been  licensed.  Other  rules  pertain  to  homes  that  offer 
special  care  units  for  Alzheimer's  patients,  set  transfer  and 
discharge  limitations  on  adult  care  homes  (similar  to  those  in 


nursing  homes),  require  a  comprehensive  assessment  for 
residents  receiving  State/County  Special  Assistance,  and 
outline  staffing  requirements,  including  an  increase  in  super- 
visory staff  and  certification  of  administrators. 

Bioterrorism 

Bioterrorism,  the  last  issue  I  will  address,  certainly  is  not  the 
least  important.  Unfortunately,  bioterrorism  represents  more 
than  an  idle  threat  to  North  Carolinians.  At  least  three 
anthrax  scares  have  been  reported  in  North  Carolina.  All 
were  proven  to  be  hoaxes,  but  the  system  had  to  respond  all 
the  same.  Public  Health  is  actively  involved  with  the  NC 
Division  of  Emergency  Management  in  a  Terrorism  Conse- 
quence Task  Force,  and  the  Public  Health  Preparedness  and 
Response  Task  Force  has  received  a  planning  grant  from  the 
Centers  for  Disease  Control  and  Prevention.  These  are  the 
first  steps  toward  a  detailed,  coordinated  public  health 
response  to  a  bioterrorist  attack.  Bioterrorism  must  com- 
mand our  attention  and  support,  but  let  us  hope  that  a  real 
response  will  never  be  needed. 
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THE      WAY      WE      WERE 


Bright  Young  Stars 

Remembering  Some  Student  Medical  Researchers  at  UNC 

John  B.  Graham,  MD 


Editors  note:  This  article  is  adaptedfrom  remarks  made  by  Dr. 
Graham  at  the  1999  meeting  of  the  John  B.  Graham  Student 
Research  Society  of  the  UNC  School  of  Medicine. 

I  shall  describe  some  of  the  medical  research  carried  out 
between  1950  and  1980  in  collaboration  with  premedical 
and  medical  students.  I  will  touch  on  some  of  the  highlights 
of  that  work  and  tell  a  few  stories  about  my  colleagues. 
Current  student  researchers  will  find  that  some  of  their 
predecessors  did  significant  research,  and  that  many  of  them 
were  interesting  characters. 

When  I  joined  the  faculty  at  UNC  Chapel  Hill  in  1946, 
the  Pathology  department  had  already  had  experience  with 
student  researchers.  Dr.  Brinkhous,  who  arrived  shortly  after 
I,  had  served  as  a  research  assistant  while  in  medical  school 
at  Iowa,  and  he  soon  amplified  the  existing  program.  Our 
first  two  research  assistants  were  Bill  Blythe  (recently  retired 
head  of  Nephrology  at  UNC)  and  Lawrence  Hartley  (a 
practicing  pathologist  in  Texas).  For  varying  lengths  of  time 
over  the  following  decades,  Brinkhous  and  I  each  had  one  or 
more  of  100  students  under  our  wings.  He  was  primarily 
interested  in  medical  students  with  high  IQs,  who  might 
perform  well  at  the  lab  bench  and  be  attracted  into  careers  in 
academic  pathology.  My  goal  was  less  lofty. 

I  had  become  UNC's  first  Markle  Scholar  in  1949,  and 
the  school  proposed  that  I  take  a  brief  sabbatical  elsewhere. 
In  1954  I  spent  three  months  at  the  Human  Genetics  Clinic 
in  Ann  Arbor,  MI.  At  that  time  no  one  at  either  UNC  or 
Duke  was  prepared  to  collect,  analyze,  record,  and  publish 
human  genetic  data,  so  on  my  return  I  became — by  default — 
the  local  guru  of  medical  genetics.  The  medical  faculties  at 
both  schools  soon  learned  that  I  was  willing  to  engage  in  joint 
research  on  a  wide  range  of  hereditary  diseases.  At  Michigan, 
genetic  field  work  had  been  carried  out  by  professional  social 
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workers,  but  I  felt  that  premedical  students  would  be  more 
appropriate  for  two  reasons:  (1)  communication  would  be 
easier  because  they  and  I  had  similar  training  in  science,  and 
(2)  students  were  more  numerous  and  cheaper  than  profes- 
sional social  workers. 

By  serving  on  the  Medical  School's  Admission  Com- 
mittee from  1946-49,  I  had  learned  that  there  was  a  large 
pool  of  rejected  medical  school  applicants  who  were  as  good 
as  some  of  those  admitted  and  who  still  hoped  to  enter 
medicine.  Unlike  Brinkhous,  I  did  not  look  for  students  with 
high  grades  on  the  MCAT  exam.  I  sought  energetic  col- 
leagues who  were  self-confident,  met  strangers  easily,  re- 
acted well  in  emergencies,  and  could  convince  potential 
subjects  to  cooperate  with  us.  They  would  encounter  and 
they  would  have  to  solve  unexpected  problems  by  making 
decisions  on  their  own.  In  short,  I  was  looking  for  students 
who  would  have  succeeded  in  selling  pots  and  pans  or  Bibles 
door-to-door.  I  offered  them  interesting  work  (on  a  livable 
salary  and  with  an  expense  account)  while  they  were  marking 
time  before  reapplying  for  admission  to  medical  school. 

My  contract  was  simple:  "If  you  work  hard  for  me  and 
are  honest,  I  will  work  hard  to  get  you  into  medical  school. 
If  you  are  dishonest,  or  a  goof-off,  I'll  bomb  you."  Happily, 
only  one  or  two  of  my  50-odd  students  disappointed  me.  It 
was  understood  that  the  students  would  co-author  any 
papers  that  grew  out  of  our  work  together:  this  resulted  in  a 
total  of  52  publications,  with  individual  students  authoring 
from  1-5  papers  (see  Table  1).  Students  who  wrote  the  most 
papers  had  either  spent  several  years  in  the  lab  or  were  present 
when  on-going  work  was  ripe  for  publication. 

In  the  beginning,  most  of  my  assistants  were  frustrated 
premed  applicants.  Later,  a  number  of  bona  fide  medical 
students  worked  during  their  summer  vacations  (some  mo- 
tivated by  a  short-lived  requirement  that  students  produce  a 
research  "thesis"  as  a  prerequisite  for  graduation. )  All  but  one 
of  my  student  co-workers  finished  medical  school  and  en- 
tered practice.  One  or  two  became  academics,  and  one 
recently  served  as  President  of  the  NC  Medical  Society.  My 
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account  of  the  history  of  the  Pathology  Department'  lists  the 
names  of  all  my  students. 

The  work  we  did  was  what  some  now  refer  to  as  "old- 
fashioned  Mendelian  genetics,"  as  distinct  from  "modem 
molecular  genetics."  This  is  because  we  started  our  studies 
just  as  Watson,  Crick,  Wilkins,  and  Franklyn  were  first 
describing  the  structure  of  DNA.  It  took  another  decade 
before  the  genetic  code  was  firmly  established,  and  a  few 
more  years  before  molecular  biology  became  possible.  The 
students  and  I  asked  classic  genetic  questions  like,  "Is  the 
disease  hereditary?"  "Is  it  transmitted  as  an  autosomal  or  an 
X-Iinked  trait?"  "Is  it  fully  penetrant?"  "Dominant  or  reces- 
sive?" "Can  carriers  be  identified?"  "Is  it  linked  to  any  other 
genetic  trait?" 

The  students  traveled  by  car  across  North  Carolina  and 
adjacent  states,  ferreting  out  subjects  and  families,  construct- 
ing pedigrees,  and  getting  samples  of  blood  and  body  fluids 
for  our  studies.  They  carried  syringes  and  needles,  portable 
centrifuges,  and  ice  chests  in  their  car  trunks,  and  were 
sometimes  out  of  town  for  a  week  or 
more.  One  of  their  early  discoveries  was 
that  "dry  ice"  could  be  obtained  at  almost 
any  dairy  outlet!  The  subjects  willingly 
provided  blood — without  compensation 
— because  they  believed  that  we  were 
trying  to  help  them.  We  drew  blood  in 
the  subjects"  homes  without  a  worty  about 
"informed  consent."  Indeed,  we  worked 
in  an  ethical  milieu  that  never  imagined 
today's  concern  about  "informed  con- 
sent," where  written  permission  was 
needed  only  for  a  surgical  operation  or  an 
autopsy.  Present-day  preoccupation  with 
"informed  consent"  seems  to  have  arisen  since  philosophers, 
theologians,  accountants,  and  lawyers  took  over  the  gover- 
nance of  medical  practice. 

Blood  coagulation  studies  were  done  in  my  laboratory, 
and  other  specialized  procedures  were  carried  out  in  the  labs 
of  our  collaborators.  In  what  follows,  I  shall  refer  to  some  of 
my  colleagues  by  a  nom  de  plume — an  initial  or  a  first  name 
— to  conceal  their  identities  and  to  avoid  embarrassment. 


Studies  in  Wilson's  Disease 

One  of  our  earliest  ventures  was  a  look  at  the  mode  of 
inheritance  of  the  common  variety  of  polycystic  kidney 
disease.  We  abandoned  the  study  early  because  a  laboratory 
in  Copenhagen  published  the  definitive  report,  which  we 
had  hoped  to  make.  (We  cut  our  losses  quickly  because  life 
is  short  and  there  is  no  kudos  in  being  runner-up.)  We  turned 
instead  to  Wilson's  disease. 

The  field  worker  for  the  project,  "C,"  was  a  tall,  burly, 
handsome  premedical  student  from  the  outermost  boon- 


Table  1 .  Publication  records  of  25  medical  students* 

Number  of  papers         Number  of  students 


1 
2 
3 
4 
5 


8 
10 
2 
2 
2 


*This  accounts  for  all  medical  students  who  published, 
but  omits  7  papers  by  a  PhD  candidate. 


"We  drew  blood  in  the 

subjects' homes 
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'informed  consent.' 

Indeed,  we  worked  in 

an  ethical  milieu  that 

never  imagined  today's 
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docks.  Soon  after  the  project  started,  he  came  to  me  with  a 
problem.  He  had  gone  to  a  home  in  Durham  to  obtain  family 
data  and  a  blood  sample .  A  friendly  lady  in  a  negligee  had  met 
him  at  the  door.  She  invited  him  in,  provided  the  informa- 
tion, then  asked  if  he  cared  to  join  her  in  a  Martini.  It  was 
clear  that  she  wanted  to  establish  a  deeper  personal  relation- 
ship. He  asked  what  he  should  do  under 
such  circumstances.  My  advice  was  to 
get  the  information,  politely  decline  all 
such  invitations,  and  get  away  as  fast  as 
possible.  He  was  an  excellent  field  worker, 
but  eventually  succumbed  to  the  ladies 
who  threw  themselves  at  him.  He  en- 
tered and  later  dropped  out  of  medical 
school,  but  became  a  successful  building 
contractor  in  a  nearby  town. 

"C"  and  I  collaborated  with  Dr. 
Alick  Beam,  then  a  member  of  the 
Rockefeller  Institute,  to  study  familial 
Wilson's  disease.  In  this  condition  the 
body  accumulates  excessive  copper,  damaging  many  enzyme 
systems,  particularly  in  the  liver  and  brain.  "C"  and  I  made  a 
field  trip  to  investigate  a  puzzling  family  in  the  foothills  of 
Caldwell  County.  To  get  there,  we  had  to  cross  the  Catawba 
River  over  a  one-lane  bridge.  About  halfway  across,  a  couple 
of  tough-looking  men  in  a  pickup  truck  entered  on  the  far 
side  and  proceeded  toward  us.  We  met  in  the  middle  of  the 
bridge — almost  bumper-to-bumper — at  a  point  50  feet  above 
the  water.  I  thought  we  should  back  up  and  let  the  others 
cross.  Not  "C."  "We  were  on  the  bridge  first;  let  them  back 
up!"  he  said.  He  slowly  moved  our  car  toward  them,  and  they 
slowly  backed  off  I  was  very  happy  indeed  to  finish  the 
crossing  safely  and  disappear  into  the  trees.  Later  that  day, 
while  drawing  blood  from  an  old  mountain  lady,  she  spon- 
taneously dropped  a  bombshell.  "Some  say  that  Willie  Can- 
non was  my  daddy."  This  clarified  what  had  up  to  then  been 
a  mysterious  pedigree  and  implied  that  the  Wilson's  disease 
in  this  family  was,  as  in  other  cases,  a  straightforward 
autosomal  recessive  trait. 

Dr.  Beam  wanted  to  determine  whether  heterozygous 
carriers  of  Wilson's  disease  could  be  detected  by  oral  admin 
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Table  2.  Specific  examples  of  student  publications 

1 .  A/,  /y,  Hartley  LJ,  /V.  Canine  hemophilia.  J  Exp  Med  1 949;90:97-1 1 0. 

2.  N,  McLendon  WW,  A/.  Mild  hemophilia:  an  allelic  form  of  the  disease.  Am  J  Med  Sci  1 953;223:46-53. 

3.  N,  A/,  N,  McFalls  VW,  N.  Genetic  study  of  familial  hypophosphatemia  and  Vitamin  D  resistant  rickets  with  a 

reviewoftheliterature.  Medicine  1958;37:97-142. 

4.  McCain  KF,  N.  Establishment  of  the  inheritance  of  Hageman  defect  as  an  autosomal  recessive  trait.  In: 

Hemophiliaand  Other  Hemorrhagic  Traits.  Brinkhous  KM,  Ed.  Chapel  Hill,  NC:  UNC  Press,  1 959;1 79-91 . 

5.  /\/,/\/,WynneTR.  Stuart  Clotting  Defect  II  I:  an  acquired  case  with  complete  recovery.  Ibid;  11 7-36. 

6.  N,  Shankle  CH,  /V,  A/,  A/.  Hereditary  benign  intraepithelial  dyskeratosis  (HEBID)  1 1.  Arch  Pathol  1 960;70:696-71 1 . 

7.  WhittakerDL.CopelandDL, /v.  Linkage  of  colorblindness  to  hemophilias  A  and  B.Am  J  Hum  Genet 

1962;14:149-58. 

8.  A/,  Tarleton  HL.  A  human  double  crossover.  Nature  1 962;  1 95:834. 

9.  Molester  WD.  Synthesis  of  plasma  antihemophilicfactor.Nature1963;1 97:708. 

1 0.  Pittman  MA,  Jr.  Glanzmann'sthrombopathy:  an  autosomal  recessive  in  onefamily.  Am  J  Med  Sci  1 964;247:293- 

302. 

1 1 .  A/,  Heindel  CC,  N,  N.  Heterozygotes and  homozygotesfor  von  Willebrand's  disease.  Proc  Soc  Exp  Biol  Med 

1965;118:684-7. 

1 2.  Miller  CH,*  /y.  A/.  Genetics  of  classic  von  Willebrand's  disease  I :  phenotypic  variations.  Blood  1 979;54: 1 1 7-36. 

13.  Miller  CH,*iy,  A/.  Genetics  of  classic  von  Willebrand's  disease  II:  diagnosis  by  discriminant  analysis.  Blood 

1979;54:137-45. 

*PhD  candidate. 


istration  of  radioactive  copper.  The  isotope  was  produced  in 
a  reactor  on  Long  Island  and  had  a  very  short  half-life,  so 
family  members  had  to  be  transported  to  New  York  for  the 
test.  "C"  drove  five  of  them  there  in  his  car.  When  he 
returned.  I  asked  if  he  had  been  afraid  to  go  into  a  large  city 
about  which  he  knew  nothing  and  where  he  might  have  been 
harmed.  "No,  Dr.  Graham,"  he  replied,  "I  had  my  .25 
automatic  in  my  pocket." 


Blood  Coagulation  and  Other  Disorders 

Some  of  the  more  important  publications  of  my  student 
colleagues  are  listed  in  Table  2.  The  names  of  their  faculty 
collaborators  (of  whom  I  was  always  one)  are  omitted  and 
replaced  by  an  "N."  Lawrence  Hartley,  the  student  worker  on 
the  first  of  the  studies  shown  in  Table  2,  produced  the 
original  paper  on  our  hemophilic  dogs.  We  obtained  these 
animals  in  1947,  and  their  abnormal  gene  is  still  segregating 
in  matings  at  our  kennels  alongside  University  Lake. 

Bill  McLendon,  who  retired  recently  as  Director  of 
Clinical  Labs  at  UNC  Hospitals,  was  the  field  worker  for  the 
second  report.  In  it  we  defined  "mild  hemophilia"  as  a 
distinct,  X-Iinked  genetic  entity.  Our  data  on  the  heterozy- 
gous women  in  the  family  were  used  by  Mary  Lyon  in 
formulating  her  hypothesis  that  one  X-chromosome  is  ran- 
domly inactivated  in  each  female  somatic  cell.- 

Vemon  McFalls  was  the  field  worker  for  the  third 


report,  part  of  a  large  study  of  Vitamin  D  resistant  rickets  that 
produced  a  flood  of  papers.  We  localized  the  mutant  gene  to 
the  X  chromosome,  leading  students  of  Vitamin  D  metabo- 
lism to  concentrate  their  attention  on  that  chromosome. 
Thirty  years  later,  our  definitive  monograph  on  Vitamin  D 
resistant  rickets  took  its  place  in  the  canon  as  a  "Classic  in 
Medicine."' 

Frank  McCain  showed  that  Hageman  Trait,  an  obscure 
coagulation  abnormality,  was  transmitted  as  an  autosomal 
recessive  trait,  and  Tom  Wynne  studied  the  only  case  of 
acquired  Stuart  Factor  (Factor  X)  deficiency  that  has  ever 
been  reported.  It  occurred  in  a  tobacco  farmer  in  Johnston 
County  who  tried  barehandedly  to  poison  the  viruses  and 
fungi  in  his  seed  beds  with  methyl  bromide,  which  is  very 
toxic.  We  assume  that  there  was  a  cause  and  effect  relation 
between  methyl  bromide  and  Factor  X  deficiency,  but  were 
not  able  to  reproduce  it  experimentally. 

Clemm  Shankle  did  the  field  work  on  the  HEBID 
syndrome,  which  affects  the  mucous  membrane  of  the 
corneas  and  mouths  of  some  members  of  the  Haliwa  Indian 
tribe.  We  had  a  bit  of  trouble  when  a  staff  member  at  the 
NIH  tried  to  bribe  Clemm  for  a  copy  of  the  pedigree.  We 
quashed  him  by  threatening  to  create  a  public  scandal  in 
Washington.  Last  year  someone  at  the  NIH  wrote  wrote — 
40  years  later — asking  if  we  could  provide  the  names  of  the 
subjects  and  a  copy  of  the  pedigree  for  scientists  doing 
research  on  keratin  metabolism.  Sadly,  we  could  not  find  the 
data. 


172 


NCMJ  Mm/June  2000,  Volume  61  Number  3 


Strictly  Genetic  Studies 

Papers  7-13  in  Table  2  were  genetics  papers  co-authored  by 
students.  Don  Copeland  was  the  primary  field  worker  in  our 
study  of  the  linkage  between  color-blindness  and  hemophilias 
A  and  B.  I'd  like  to  elaborate  a  bit  on  his  career.  Don  was 
drafted  to  serve  in  the  Korean  War  while  still  a  student  at 
Davidson  College.  He  survived  and  returned  to  graduate  at 
Davidson.  His  grades  before  Korea  were  poor,  but  after- 
wards, excellent.  The  Chairman  of  the  Admissions  Com- 
mittee told  him  to  forget  medical  school  and  take  a  job  as  a 
pharmaceutical  detail  man.  The  premed  advisor  at  Davidson, 
a  friend  of  mine,  asked  me  to  give  him  another  chance.  Don 
proved  to  be  an  excellent  worker  and  medical  student, 
finishing  in  the  upper  third  of  his  class. 

We  had  accumulated  the  pedigrees  of  many  type  A  and 
type  B  hemophiliacs,  and  knew  that  both  were  due  to 
mutations  on  the  X-chromosome.  We  also  knew  that  10%  of 
men  have  color  blindness — another  X-Iinked  trait.  We 
reasoned  a  priori  that  there  were  two  hemo- 
philia genes,  but  we  could  not  be  certain  that 
the  mutations  were  not  at  the  same  site.  One 
way  to  clarify  the  issue  was  to  determine  the 
hnkage  of  color  blindness  to  each  type  of 
hemophilia.  Don  and  Dave  Whitaker  tested 
the  color  perception  of  all  our  hemophiliacs 
and  found  different  crossover  rates  of  color 
blindness  with  hemophilia  A  and  B.  This 
was  ironclad  genetic  evidence  that  the  genes 
for  hemophilia  A  and  B  were  located  at 
different  sites  on  the  X-chromosome. 

Harold  Tarleton  followed  almost  im- 
mediately with  the  first  example  of  a  human        

double  crossover.  Race  and  Sanger,  the  fa- 
mous British  blood-grouper  scientists,  had  discovered  an  X- 
linked  blood  group  (Xga).  By  sending  Race  and  Sanger 
samples  of  blood  from  a  hemophilia  B  family  known  to  be 
color-bhnd,  Harold  found  that  the  blood  group  gene  crossed 
over  frequently  with  each  of  the  other  two  markers  and  that 
at  least  one  person  in  the  family  was  a  double  crossover.  This 
minor  tour  de  force  was  big  news  at  the  time. 

Other  papers  discuss  the  synthesis  of  blood  clotting 
Factor  VIII.  the  genetics  of  Glanzmann's  thrombopathy, 
and  the  genetics  of  von  Willibrand's  disease.  Connie  Miller, 
the  only  PhD  I  produced,  made  her  name  with  von 
Willebrand's  disease  and  is  presently  at  the  Center  for 
Disease  Control  in  Atlanta. 

One  by-product  of  my  research  activity  was  an  invita- 
tion, soon  after  the  Cuban  Missile  Crisis,  to  attend  a  banquet 
in  Washington  to  kick-off  the  Kennedy  Foundation.  I  was 
asked  to  bring  a  student  and  took  Bill  McLester.  It  was  a 
marvelous  occasion:  Adlai  Stevenson  was  Master  of  Cer- 
emonies, John  F.  Kennedy  gave  the  address,  Judy  Garland 
sang,  and  Bill  and  I  sat  at  one  of  the  front  tables  presided  over 


by  the  Postmaster  General.  Kennedy's  address  was  good,  but 
Stevenson's  act  was  superb. 

A  Potpourri  of  "Interesting"  Situations 

A  student  -  let's  call  him  "H"  -  did  the  field  work  on  a  huge 
family  with  the  most  common  type  of  hypercholesterolemia. 
There  were  about  1700  members  in  this  kindred,  which  was 
under  study  at  Duke.  We  found  that  the  trait  was  transmitted 
as  a  simple  autosomal  dominant.  Interestingly,  while  there 
were  more  than  the  expected  number  of  heart  attacks  in 
younger  members  of  the  family,  some  affected  subjects  ate 
eggs  and  lived  comfortably  into  old  age.  The  epidemiologists 
who  had  convinced  themselves  and  others  that  eating  choles- 
terol-rich eggs  was  a  slow  form  of  suicide  had  difficulty 
swallowing  our  results. 

"H's"  field  work  was  exemplary,  but  he  had  a  serious 
personal  problem.  He  was  married  and  had  a  child,  but 
complained  that  his  wife  kept  him  on  a  starvation  diet.  Their 
relationship  deteriorated  further  after  he 
entered  medical  school,  and  she  accused 
him  of  making  sexual  advances  toward  a 
younger  sister.  His  father-in-law  tele- 
phoned to  demand  that  I  have  him  ex- 
pelled from  medical  school  (I  was  Assis- 
tant Dean  of  medical  students  at  the  time.) 
He  said  that  he  planned  to  fly  to  Chapel 
Hill  in  his  private  plane  and  that  he  was  a 
friend  of  then-Governor  Terry  Sanford.  I 
replied  that  I  looked  forward  to  meeting 
him  because  Governor  Sanford  was  a  fam- 
ily friend  who  had  attended  grade  school 
with  my  wife.  Of  course,  he  never  ap- 
peared. 
The  wife  then  charged  "H"  with  physical  abuse  and  had 
him  arrested.  At  a  magistrate's  hearing  he  was  placed  on  a 
peace  bond.  I  took  the  wind  out  of  his  wife's  sails  by 
underwriting  the  bond  myself,  but  I  knew  that  the  two  had 
to  be  separated  geographically.  We  transferred  "H"  into  the 
3rd  year  class  at  UCLA  where  he  graduated  with  honors  as 
a  member  of  AOA.  The  couple  divorced  and  the  wife 
married  another  of  my  field  workers  whom  "H"  had  regarded 
as  a  friend.  I  pointed  out  that  he  was  a  very  good  friend  indeed 
to  remove  a  virago  from  "H's"  life.  When  last  heard  from, 
"H"  was  practicing  medicine  in  the  west,  taking  care  of  movie 
stars  and  celebrities. 

Now  I  come  to  John  Perl.  John  was  one  of  the  most 
accomplished  persons  I  have  ever  known.  An  excellent  auto 
mechanic,  caipenter.  and  electronic  technician,  and  charm- 
ing enough  to  coax  birds  out  of  the  trees.  He  was  regarded  as 
unacceptable  by  our  Admissions  Committee  because  of  low 
marks  on  the  Medical  College  Admissions  Test.  During  his 
two  years  with  me,  John  visited  the  Chairman  of  the  Admis- 
sions Committee  at  Harvard  Medical  School,  who  was 


"It  was  a  marvelous 

occasion:  Adlai 

Stevenson  was 

Master  of 

Ceremoniesjohn  F. 

Kennedy  gave  the 

addressjudy 
Garland  sang ..." 


NCMJ  May/June  2000,  Volume  61  Number  3         1 73 


rumored  by  the  premed  underground  to  understand  dyslexia 
and  how  to  deal  with  it.  He  tested  John  and  found  a  mild 
dyslexia,  which  explained  the  discrepancy  between  grade 
point  and  MCAT  scores.  John  was  then  admitted  to  school, 
did  well  academically,  and  served  as  President  of  the  White- 
head Society  for  at  least  two  years.  He  became  a  neurological 
radiologist  and  is  now  head  of  this  specialty  at  the  Cleveland 
Clinic. 

Now  a  basketball  story.  As  a  premed,  "Dan"  served  as 
undergraduate  manager  of  Dean  Smith's  basketball  team,  a 
time-consuming  position.  His  uncle  had  been  a  medical 
student  of  ours  about  20  years  earlier,  and  Dan  tried  to 
simplify  his  life  by  asking  him  what  turned  out  to  be  the 
wrong  question:  "Do  you  ever  use  organic  chemistry  in  your 
practice?"  The  reply  was,  "Of  course  not,"  so  Dan  decided  to 
concentrate  on  the  problems  of  the  basketball  team  rather 
than  organic  chemistry.  He  got  a  "D"  and  was  refused 
acceptance  by  the  Admissions  Committee.  He  was  furious! 
Bill  Huffines  -  a  former  baby  sitter  for  my  children,  then  an 
Associate  Dean  and  one  of  the  striped-shirt  officials  at  the 
scorer's  table  in  the  Dean  Dome  -  asked  if  I  would  hire  Dan 
for  a  year  of  rehabilitation.  Dan  was  a  good  worker,  made  an 
"A"  in  organic  on  the  second  try,  and  was  admitted  to  medical 
school.  (He  should  have  asked  his  uncle,  "Is  it  important  to 
make  a  high  grade  in  organic  chemistry  to  get  into  medical 
school?")  He  now  practices  in  western  NC,  and  I  hope  has 
learned  to  ask  the  right  questions  of  his  patients. 

My  last  story  is  a  political  one.  For  a  short  time  one  of 
our  field  workers  was  a  Polish  refugee  who  had  trained  as  a 
sociologist  but  could  not  find  work  in  the  US.  I  gave  him  a 
job  even  though  his  command  of  English  was  not  outstand- 
ing. One  day  I  got  a  letter  from  the  Governor's  office  asking 
why  a  State  car  registered  to  me  had  been  observed  parked  in 
front  of  a  notorious  house  of  prostitution  in  Charlotte.  Since 
"  J"  had  been  using  the  car  at  the  time,  I  asked  why  he  had 
parked  there.  He  replied  that  to  save  money  he  was  staying 
with  a  Polish  friend  who  lived  on  the  street  and  had  parked 
in  the  only  vacant  space.  I  explained  this  in  a  letter  to  the 
Governor,  pointing  out  that  our  very  small  travel  budget 
forced  us  to  seek  the  cheapest  accommodations.  I  said  we 
would  be  happy  to  stay  in  reputable  motels  if  we  could  afford 
them.  Perhaps  he  could  transfer  some  money  from  his 
Contingency  and  Emergency  Fund.  Needless  to  say,  I  am 
still  awaiting  a  reply. 
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^ 


S  A.  ElisB  Wainrjch.  MD,  Durham  Dermatology  Associatos.  LLP  S 

U  i 

i  i 

g  Ninety  percent  of  Americans  say  they  know  sun  exposure  damages  the  skin.  Even  so,  nearly  half  of  them  ^ 

S  say  they  plan  active  sun-tanning  for  this  summer.  Some  of  those  sun-seekers  will  be  eventually  become  part  S 

a:  of  the  almost  one  million  people  diagnosed  each  year  with  skin  cancer.  jh 

^  ^ 

S  If  we  know  better,  why  do  we  damage  our  skin  so  casually?  In  increasing  numbers,  Americans  are  enjoying  5 

^  more  and  more  outdoor  recreation.  Even  those  who  work  indoors  seem  to  be  intent  on  activities  that  involve  ^ 

=  long  hours  outdoors:  golf,  fishing,  swimming,  tennis,  walking,  gardening,  boating,  etc.  Combine  the  desire  to  » 

5f  be  outside  with  the  mistaken  idea  that  a  tan  is  a  sign  of  beauty  and  health,  and  the  temptation  is  difficult  to  S 

S  resist.  S 

S  No  one  can  realistically  tell  patientsto"nevergooutin  the  sun."  Those  who  say  they  get  no  sun  exposure  s 

B  may  not  realize  how  easily  they  can  accumulate  an  hour  in  the  sun  each  day.  A  5-minute  walk  down  the  55 

5  driveway  to  get  the  mail  can  become  a  15-20  minute  talk  with  a  neighbor;  15  minutes  of  watering  plants  can  ^ 

S  turn  into  30  minutes  of  pulling  up  weeds;  walking  in  and  out  of  parking  lots  while  doing  errands  adds  up  S 

^  quickly.  This  type  of  "coincidental"  sun  exposure  is  easily  handled  by  applying  a  skin  moisturizer  with  SPF  15  = 

=  sunscreen  every  morning.  Prolonged  sun  exposure  (particularly  when  combined  with  sweating)  necessitates  » 

gf  a  more  forceful  approach.  S 

^  = 

5  Many  reputable  sources  say  that  a  sun  protection  factor  (SPF)  of  1 5  is  adequate  for  all  purposes,  and  use  ^ 

S  of  any  higher  factor  is  just  the  result  of  advertising  hype.  I  disagree.  The  recommendation  of  SPF  15  was  s 

as  determined  under  specific  laboratory  conditions  that  do  not  match  real-use  situations.  For  example,  during  jh 

5  testing  1  ounce  of  lotion  was  applied.  The  bottle  you  buy  is  usually  4  ounces.  Do  you  use  up  an  entire  bottle  ™ 

£  of  sunscreen  at  the  beach  in  only  4  applications?  Hardly.  But  if  you  don't  apply  a  very  heavy  coat,  you  don't  have  5 

^  an  SPF  of  1 5,  no  matter  what  the  label  says.  Also,  the  lotions  were  re-applied  thoroughly  every  2  hours.  Most  = 

=  people  re-apply  only  every  3-4  hours.  In  the  lab,  "waterproof"  means  that  the  lotion  persists  after  immersion  » 

g£  in  water  and  allowing  the  skin  to  drip-dry.  That's  not  what  usually  happens.  Most  of  us  towel  off,  sweat,  and  S 

^  wipe.  The  testing  cond'tions  just  don't  match  reality.  Therefore,  I  recommend  use  of  a  sunscreen  with  an  SPF  S 

^  of  25-30  for  prolonged  outdoor  activity.  The  reality  is  that  the  SPF  of  30,  when  applied  as  a  usual,  light  layer  ^ 

S  and  re-applied  only  every  few  hours,  and  after  sweating  and  wiping,  probably  comes  close  to  a  true  SPF  of  1 5.  ^ 

=  And  that's  a  good  goal.  jh 

^  = 

£  Sunscreens  today  come  in  a  wide  spectrum  of  varieties.  People  who  used  to  say,  'This  is  too  greasy";  "this  S 

^  makes  me  feel  too  hot";  "this  smells  like  a  fruit  salad";  "this  stings  too  much";  "this  irritates  me"  have  no  excuse  = 

=  any  more.  There  are  clear,  greaseless  gels,  non-stinging  lotions,  hypoallergenic  lotions,  applicator  sticks,  and  » 

g£  even  sprays  that  can  be  applied  without  any  rubbing  necessary  (good  for  the  tops  of  men's  heads).  In  addition,  S 

S  special  clothing  (hats,  shirts,  shorts,  and  trousers)  with  a  SPF  of  30  are  now  increasingly  available  (remember,  ™ 

^  a  regular  white  T-shirt  has  a  SPF  of  only  6  or  7).  ^ 

s  I 

B  Caution:  Do  not  use  sunscreens  on  children  less  than  6  months  old.  They  probably  shouldn't  be  out  in  ^ 

S  direct  sun  anyway.  From  age  6-1 2  months,  a  maximum  of  SPF  1 5  is  safe.  Over  one  year,  an  SPF  of  up  to  40-50  ^ 

£  should  be  acceptable,  depending  on  the  individual.  S 

I  i 
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Social  Anxiety  Disorder 

A  Guide  for  Primary  Care  Physicians 


Harold  Walker  Elliott,  MD,  and  Burton  Reifler,  MD,  MPH 


Every  year  more  than  27  million  people  between  the  ages  of 
1 5  and  54  suffer  symptoms  of  an  anxiety  disorder,  either  as 
a  primary  condition  or  combined  with  other  psychiatric 
illness.'  Anxiety  disorders  create  an  enormous  emotional, 
medical,  and  economic  burden  (they  cost  more  than  $42 
billion  annually).-  Social  anxiety  (also  called  social  phobia)  is 
the  most  common  anxiety  disorder,  with  a  lifetime  preva- 
lence of  approximately  13%.'  It  is  common  and  treatable,  but 
it  is  also  one  of  the  least  recognized  and  most  under-treated 
of  all  psychiatric  disorders. 

The  hallmark  of  social  anxiety  disorder  is  excessive  fear 
of  scrutiny  by  other  people.  This  often  leads  to  panic  attacks, 
generalized  anxiety,  and  obsessive-compulsive  symptoms. 
Specific  social  anxiety  involves  fear  of  a  particular  situation 
such  as  speaking  in  public,  writing  in  public,  using  public 
rts\xooms,oxedX\ngmxtsi2.man\.%.  Generalized  social  anxiety 
may  involve  any  or  all  of  these  scenarios  in  addition  to  a 
generalized  fear  of  scrutiny  by  others.  Social  anxiety  often 
accompanies  psychiatric  disorders  such  as  depression,  other 
anxiety  disorders,  and  substance  abuse.  Social  anxiety  disor- 
der is  more  prevalent  in  women  than  men  (3:2),  but  men 
often  experience  more  distress  because  of  societal  expecta- 
tions about  their  ability  to  withstand  symptoms. 

A  thorough  history  is  the  way  to  diagnose  social  anxiety 
disorder.  Patients  often  complain  primarily  of  nervousness, 
panic  attacks,  depressive  symptoms,  or  obsessive-compul- 
sive symptoms.  Most  individuals  with  social  anxiety  have  a 
lifelong  history  of  shyness  and  apprehension  in  social  situa- 
tions, in  contrast  to  depression  where  there  may  be  a  rather 
abrupt  onset  of  symptoms  and  social  withdrawal.  A  history 
of  childhood  difficulty  with  peer  interactions,  with  answer- 
ing questions  in  the  class,  and  in  interacting  with  the  opposite 
sex  (or  in  romantic  relationships)  may  help  establish  the 
diagnosis. 


Drs.  Elliott  and  Reifler  are  Instructor  and  Chairman,  respectively, 
in  the  Wake  Forest  University  Department  of  Psychiatry  and 
Behavioral  Medicine.  Dr.  Elliott  may  be  reached  at 
heliiott@wfubmc.eduorby  phone  at  336/71 6-9228. 


Patients  with  both  panic  disorder  and  social  anxiety 
complain  of  panic  attacks,  but  those  with  a  primary  diagnosis 
of  social  phobia  usually  develop  panic  symptoms  only  in  the 
context  of  a  social  situation  (when  speaking  in  public,  writing 
a  check,  or  eating  in  a  restaurant,  for  example).  Patients  with 
a  primary  panic  disorder  often  have  panic  attacks  without  any 
clear  precipitant  (symptoms  may  seem  to  come  "out  of  the 
blue,"  or  even  awaken  them  from  sleep).  Patients  with  social 
anxiety  may  have  obsessive-compulsive  symptoms,  but  usu- 
ally in  relation  to  social  situations,  interactions,  or  anticipated 
embarrassing  events.  For  example,  a  patient  might  report 
intrusive  thoughts  of  being  embarrassed  while  ordering  in  a 
restaurant  or  might  use  some  type  of  ritualistic  compulsion  as 
a  coping  strategy  (for  example,  going  to  one  restaurant  only 
and  always  ordering  the  same  thing).  The  key  issue  is  that  the 
intrusive  thoughts  are  triggered  by  the  fear  of  embarrassment 
or  scrutiny.  Patients  with  obsessive-compulsive  disorder  fear 
embarrassment,  but  usually  the  fear  is  that  their  rituals  or 
intrusive  thoughts  will  be  discovered,  rather  than  the  primary 
fear  of  embarrassment  that  characterizies  social  anxiety  dis- 
order. 

Obviously,  there  is  overlap  and  co-morbidity  among  the 
anxiety  disorders.  Knowing  the  questions  to  ask  is  especially 
important  in  diagnosing  social  anxiety  disorder  because,  by 
the  very  nature  of  the  problem,  patients  may  be  unable  or  too 
ashamed  to  give  a  clear  explanation.  A  careful  history  will 
help  distinguish  social  anxiety  disorder  from  similar  and 
often  overlapping  conditions,  and  it  will  help  with  initial 
treatment  recommendations  and  education.  Unfortunately, 
patients  with  social  anxiety  often  believe  that  their  symptoms 
represent  character  flaws;  a  directed  history  and  education 
can  help  them  realize  they  have  a  medical  condition  that  can 
be  helped  with  medications  and  therapy. 


A  Case  Example 

Mr.  M,  a  28-year-old  man  with  no  previous  psychiatric 
treatment,  sought  an  evaluation  for  "anxiety  attacks."  He 
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described  a  15-year  history  of  episodic  intense  anxiety  with 
diaphoresis,  chest  pressure,  flushing,  tingling  in  extremities, 
racing  thoughts,  and  diarrhea.  These  episodes  occurred  only 
in  social  situations  where  he  feared  embarrassment.  He  had 
been  shy  since  early  childhood,  and  he  remembered  a  panic 
attack  that  occurred  when  he  was  1 3  years  old  and  was  asked 
to  read  aloud  in  class.  This  event  triggered  a  fear  of  speaking 
in  public,  which  evolved  into  a  generalized  fear  of  embarrass- 
ing himself  in  social  situations.  He  became  afraid  to  write  in 
public,  fearing  that  others  would  see  his  hands  tremble. 

Because  of  his  fear  of  reading  in  class,  the  patient  met 
with  the  school  guidance  counselor,  who  accused  him  of 
trying  to  avoid  his  classroom  responsibilities.  He  dropped 
out  of  school  at  age  1 6  to  work  odd  jobs.  He  carefully  avoided 
any  tasks  that  involved  speaking  or  writing  in  public.  He 
became  a  truck  driver,  but  increasingly  found  himself  having 
to  sign  forms  after  delivering  his  cargo.  His 
wife  became  frustrated  with  his  social  iso- 
lation, especially  the  fact  that  he  would  eat 
only  in  buffet  restaurants  in  order  to  avoid 
speaking  to  a  waitress  or  waiter.  At  his 
wife's  urging,  his  primary  care  physician 
gave  him  a  prescription  for  alprazolam, 
which  the  patient  reported  was  ineffective. 
In  fact,  he  felt  that  the  alprazolam  made 
him  more  anxious  by  making  him  appear 
impaired  or  "drunk,"  thus  increasing  his 
fear  of  embarrassment. 

During  the  initial  interview  he  was 
anxious  and  self-conscious.  He  was  aware 
that  his  anxiety  was  irrational  and  that 
people  were,  in  fact,  not  watching  or  evalu- 
ating him.  He  wanted  more  social  interac- 
tion and  was  frustrated  that  his  phobic 
symptoms  restricted  him  so.  He  had  no  symptoms  of  depres- 
sion or  of  other  anxiety  disorders  such  as  obsessive-compul- 
sive disorder,  generalized  anxiety  disorder,  or  panic  disorder. 

After  instruction  about  the  nature  and  treatment  of 
social  anxiety  disorder,  he  began  taking  paroxetine  (Paxil), 
gradually  increasing  the  dose  from  5  to  20  milligrams  daily. 
He  was  asked  to  take  propanolol  as  needed  in  case  of 
performance  anxiety  or  for  hand  and  voice  tremors  in  social 
situations.  In  addition,  he  was  referred  to  a  psychologist 
specializing  in  cognitive  behavioral  therapy  (CBT)  who 
worked  with  him  over  the  next  three  months. 

The  patient's  panic  symptoms  decreased  in  frequency 
and  intensity,  and  he  noted  a  concomitant  gradual  increase  in 
his  ability  to  interact  in  social  situations.  He  used  propanolol 
on  several  occasions  over  the  first  several  weeks,  with  note- 
worthy lessening  of  both  hand  tremors  and  anxiety.  He  began 
to  accept  trucking  assignments  in  which  he  had  to  sign  forms, 
and  he  successfully  ordered  food  in  a  restaurant  for  the  first 
time.  He  took  paroxetine  for  approximately  18  months  and 
then  tapered  and  discontinued  it  because  of  sexual  dysfunc- 


tion. He  had  a  mild  increase  in  anxiety  after  discontinuing 
paroxetine,  but  he  was  able  control  the  symptoms  using 
techniques  he  had  learned  in  CBT.  He  continued  to  use 
propanolol  as  needed  for  hand  tremors  and  for  performance 
anxiety  in  social  situations.  His  panic  symptoms  remain  in 
remission. 


Treatment  of  Social  Anxiety 

Drug  Therapy.  Tricyclic  antidepressants  are  no  more  effec- 
tive than  placebo  in  the  treatment  of  social  anxiety  disorder, 
but  other  antidepressants  are.  Monoamine  oxidase  inhibitors 
(MAOIs)  like  phenelzine  (Nardil)  or  tranylcypromine 
(Parnate)  are  perhaps  the  best-studied  drugs;  they  are  effec- 
tive, but  can  cause  orthostatic  hypotension,  and  they  require 
cumbersome  dietary  restrictions  to  avoid 
hypertensive  crises.  Therefore,  selective 
serotonin  reuptake  inhibitors  (SSRIs)  have 
become  the  mainstay  of  pharmacologic 
treatment  because  of  their  more  favorable 
side  effect  and  safety  profile. 

Paroxetine  is  the  only  SSRI  currently 
approved  for  treatment  of  social  anxiety 
disorder,  but  other  SSRI's  are  effective. 
For  example.  Stein  et  al  studied  92  pa- 
tients with  a  diagnosis  of  social  anxiety 
disorder  and  found  that  fluvoxamine 
(Luvox)  was  significantly  more  effective 
than  placebo.'  Katzelnick  et  al  found  that 
12  patients  treated  with  sertraline  (Zoloft) 
had  significant  improvement  in  anxiety 
symptoms  compared  to  those  receiving 
placebo."*  A  non-controlled  study  of  23 
patients  by  Ameringen  et  al  indicated  improvement  in  social 
anxiety  symptoms  with  nefazedone.  and,  in  a  placebo- 
controlled  study  of  69  social  phobia  patients,  Pande  et  al 
found  that  gabapentin  significant  lessened  anxiety  symp- 


"Patients  should  be 

screened  for  a  history 

of  asthma  or  cardiac 

bundle  branch  block 

because  these 

represent  relative 
contraindications  for 
beta  blockade. ...and 

there  have  been 
reports  of  depression 

with  chronic  use." 


toms.-''  Venlafaxine  (Effexor).  mirtazipine  (Remeron). 
fluoxetine  (Prozac),  and  citalopram  (Celexa)  have  not  yet 
been  extensively  studied,  but  there  are  anecdotal  reports  of 
efficacy  for  each.  Venlafaxine  (also  SSRIs).  nefazedone.  and 
gabapentin  have  generally  favorable  side  effect  profiles,  no 
potential  for  abuse,  and  can  help  any  co-morbid  depression, 
OCD,  and  panic.  They  also  have  a  relative  lack  of  withdrawal 
anxiety,  which  is  an  additional  advantage  when  treatment  is 
discontinued. 

High-potency  benzodiazepines  like  clonazepam  and 
alprazolam  do  help  social  anxiety  disorder.  Benzodiazipines 
have  a  rapid  onset  of  action,  because  of  which  the  dosage  is 
relatively  easy  to  adjust.  Also,  unlike  antidepressants,  they 
can  be  taken  on  an  as-needed  basis.  However,  benzodiaz 
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epines  do  not  treat  co-morbid  depressive  or  OCD  symp- 
toms, and  they  also  can  be  abused.  When  benzodiazepine 
treatment  is  stopped,  there  may  be  rebound  withdrawal 
anxiety. 

Beta-blockers  such  as  propanolol  and  atenolol  are  useful 
in  the  treatment  of  specific  performance  anxiety.  Some  actors 
and  musicians  use  these  agents  to  block  the  autonomic 
nervous  system  response  to  anxiety  (palpitations,  dry  mouth, 
tremor).  Beta-blockers  can  be  taken  in  anticipation  of  a 
specific  event,  but  are  less  helpful  when  taken  chronically  as 
for  generalized  social  anxiety.  Other  medical  issues  must  be 
considered  with  beta-blockers.  Patients  should  be  screened 
for  a  history  of  asthma  or  cardiac  bundle  branch  block 
because  these  represent  relative  contraindications  for  beta 
blockade.  Side  effects  of  beta-blockers  include  orthostatic 
hypotension  and  bradycardia,  and  there  have  been  reports  of 
depression  with  chronic  use. 

Psychological  Therapy.  Because  patients  with  social  anxiety 
disorder  have  exaggerated  negative  expectations  of  embar- 
rassment in  social  situations,  they  can  benefit  from  focused 
cognitive  behavioral  therapy.  Their  hypervigilance  about  any 
perceived  failure  or  embarrassment  leads  to  a  cycle  of  nega- 
tive thoughts  and  expectations  that  promotes  further  social 
withdrawal.  CBT  identifies  and  corrects  faulty  and  dysfunc- 
tional perceptions,  and  helps  patients  modify  their  behavior. 
Therapy  may  start  by  having  patients  verbalize  their  fears  of 
being  evaluated  by  waitresses.  This  is  followed  by  having 
them  imagine  what  is  really  likely  to  be  going  on  in  the 
waitress'  mind,  such  as  getting  her  orders  straight  or  dealing 
with  issues  in  her  own  personal  life.  The  goal  is  for  the  patient 
to  be  able  to  order  food  and  eat  it  without  anxiety. 


Successful  application  of  modified  behavior  in  social 
situations  decreases  patients'  perceptions  that  they  are  behav- 
ing inappropriately.  This  eventually  disrupts  the  cycle  of 
faulty  perceptions  and  resulting  anxiety.  CBT  challenges 
erroneous,  preconceived  ideas  of  how  patients  believe  they 
are  being  perceived  and  replaces  dysfunctional  thoughts  and 
behaviors  with  more  rational  and  accurate  ones.  CBT  can 
help  patients  gradually  expose  themselves  to  feared  social 
situations  while  reshaping  the  expectation  of  catastrophic 
consequences. 


Summary  and  Conclusions 

Social  anxiety  disorder  is  prevalent,  potentially  disabling,  but 
quite  treatable.  A  thorough  and  directed  history  can  distin- 
guish social  phobia  from  depression,  panic  disorder,  and 
OCD.  It  can  also  screen  for  and  identify  possible  substance 
abuse.  Once  the  diagnosis  is  made,  a  combination  of  phar- 
macologic and  psychotherapy  is  indicated.  The  SSRIs, 
MAOIs,  benzodiazepines,  and  beta-blockers  -  as  well  as 
CBT  -  can  effectively  treat  social  anxiety  symptoms. 

Primary  care  physicians  may  well  want  to  begin  by 
prescribing  an  SSRI  like  paroxetine,  along  with  a  high 
potency  benzodiazepine  to  be  taken  on  a  regular  or  an  as- 
needed  basis,  and  a  beta-blocker  to  take  as  needed  in 
anticipation  of  stressful  social  situations.  A  referral  for  CBT 
should  be  considered.  If  the  patient  has  marked  side  effects 
from  drug  treatment  or  a  lack  of  adequate  response  to 
medication,  psychiatric  referral  is  definitely  indicated. 
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Carolina  Physician's  Bookshelf 


Edward  C.  Halperin,  MD,  Book  Review  Editor 


New  Books,  Briefly  Noted 


The  Book  on  the  Bookshelf 

by  Henry  Petroski 

New  York:  Alfred  A.  Knopf,  1999.  ISBN  0-375-40649-2 

$26.00  in  hard  cover 

Many  physicians  are  self-styled  book  lovers  and  book 
collectors.  Our  offices  and  studies  are  full  of  learned  tomes. 
Many  of  us  never  sold  our  medical  school  basic  science 
textbooks.  I  still  have  a  formidable  looking  Gray's  Anatomy, 
35th  British  Edition,  on  my  shelf — complete  with  stains 
from  the  formalin  (and  I  dread  to  think  what  else)  in  the 
margins.  As  a  profession  we  insist  that  our  hospitals  and 
medical  schools  maintain  libraries  of  books  and  journals,  and 
we're  constantly  arguing  about  the  best  means  of  recording 
and  distributing  information. 

I  plead  guilty  to  being  a  bit  of  a  book  collector.  Since  I 
tend  to  buy  most  of  my  older  books  via  mail  order  catalogues 
of  "old  and  rare"  medical  book  dealers.  I  receive  a  steady 
stream  of  lists  of  items  for  sale.  (Like  any  commercial 
enterprise,  if  you  tend  to  buy  via  catalogues  you  tend  to  get 
more  and  more  of  them.  Dealers,  being  no  fools,  try  to  latch 
on  to  customers  who  actually  b'ly  from  catalogues  rather  than 
simply  study  them.)  Of  course,  if  you  tend  to  collect  in  the 
area  of  radiation  oncology,  as  I  do,  it  is  a  relatively  cheap 
hobby.  Nothing  is  older  than  1 895.  The  folks  you  have  to  feel 
sorry  for  are  the  internists  and  surgeons.  If  they  catch  the 
book-buying  bug,  there  are  in  it  for  many  thousands  of 
dollars  per  item. 

Henry  Petroski  is  Chairman  of  the  Department  of  Civil 
and  Environmental  Engineering  at  Duke.  He  has  written 
eight  books  before  this  one.  and  a  host  of  articles  for  the 
American  Scientist.  One  of  his  previous  books  is  a  lengthy 
volume  on  the  history  of  the  pencil.  I  also  encountered  an 
article  he  wrote,  years  ago,  on  the  history  and  taxonomy  of  the 
paper  cUp.  (Clearly  Professor  Petroski  must  have  a  combina- 
tion of  a  relatively  light  teaching  load  and  a  fair  bit  of  time  on 
his  hands.) 


In  The  Book  on  the  Bookshelf,  we  learn  about  the  history 
of  the  book  and  its  transformation  from  text  on  parchment, 
vellum,  or  papyrus  to  the  product  we  are  accustomed  to 
today.  At  one  time,  books  were  considered  so  valuable  that 
they  were  chained  to  the  bookshelf.  Since  the  reader  was 
required  to  consult  the  book  at  the  shelf,  shelves  were  slanted 
to  provide  work  surfaces  and  chairs  were  furnished  so  that  the 
reader  could  read  and  take  notes  on  site.  Before  the  availabil- 
ity of  artificial  light,  libraries  needed  to  take  maximum 
advantage  of  sunlight.  The  design  of  shelves  and  reading 
rooms  accommodated  this  need. 

A  few  hundred  years  ago,  the  purchaser  of  a  book  would 
buy  an  unbound  collection  of  paper  and  then  take  the  pages 
to  a  binder  to  be  bound  to  order.  Eventually  this  practice  was 
replaced  by  books  being  bound  before  sale.  The  idea  of 
putting  the  title  on  the  spine  is  relatively  new;  it  wasn't  so  long 
ago  that  books  were  shelved  with  the  pages  facing  outward, 
rather  than  the  spine.  The  contents  were  indicated  on  a  little 
protruding  tag.  Book  shelving  has  since  evolved  to  deal  with 
the  problems  of  access  (can  you  reach  your  books?),  space 
(how  can  you  stuff  as  much  in  them  as  possible,  particularly 
when  your  books  are  a  variety  of  heights  and  depths?),  and 
strength. 

Professor  Petroski' s  new  text  is  filled  with  interesting 
historical  observations  and  useful  illustrations.  When  he 
sticks  to  the  history  of  books  and  libraries,  he  does  fine.  He 
tends  to  digress  into  discussions  of  how  some  of  his  friends 
have  shelved  or  arranged  books,  descriptions  of  how  he  and 
his  wife  painted  or  stained  some  shelves  in  current  or  prior 
homes,  and  a  lengthy  discussion  of  fanciful  ways  of  shelving 
books.  For  my  taste,  these  could  have  been  dropped  and  the 
book's  length  cut  by  a  third. 

You  might  consider  The  Book  on  The  Bookshelfior  your 
summer  reading  list.  I  would  also  recommend  this  book  to 
physicians  who  have  been  dragooned  into  serving  on  their 
hospital/medical  school/practice/departmental  library  com- 
mittees. 
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Running  the  Numbers 

A  Periodic  Report  to  North  Carolina  Pliysicians  and  Tlieir  Patients 
About  Current  Topics  in  i-lealtii  Statistics 

PauM.  Bufijcher.  PhD,  Editor 

The  Phuslclsm's  Role  in  Cancer  Reglitratlon 

Cancers  have  been  reportable  diseases  in  North  Carolina  since  1947.  Many  physicians  are  not 
aware  of  the  obligation  to  report  cases  of  cancer  to  the  Central  Cancer  Registry.  Until  the  1 999 
session  of  the  North  Carolina  General  Assembly,  the  law  that  authorized  the  Registry  stipulated 
that  physicians  (and  only  physicians)  were  required  to  report  cases.  The  law  was  changed  by  the 
General  Assennbly  in  May  of  1999.  Now,  all  health  care  providers  are  required  to  report  cancer 
cases.  If  physicians  are  required  to  report,  but  many  are  unaware  of  the  requirement,  how  does 
the  Registry  function?  Some  history  and  background  will  help  put  this  into  perspective. 

Why  have  a  Central  Cancer  Registry?  A  population  based  registry  is  an  important  public  health 
tool  that  can  be  used  to  monitor  cancer  incidence  across  the  state  with  special  attention  to  the 
ways  in  which  the  incidence  varies  within  the  state  and  how  it  differs  from  other  states.  The  data 
can  be  used  to  guide  allocation  of  funding  and  for  future  planning  of  cancer  prevention  and 
screening  services.  It  can  be  used  to  evaluate  the  effectiveness  of  current  or  past  public  health 
programs.  It  provides  a  database  for  answering  the  3,000  requests  for  information  about  cancer 
that  the  Registry  receives  each  year,  and  it  serves  as  a  source  of  data  for  the  many  research  projects 
that  are  being  conducted  in  the  state. 

Where  does  the  North  Carolina  Cancer  Registry  fit  in  the  national  picture?  The  oldest  state 
cancer  registry  in  the  United  States  was  started  in  Connecticut  in  1935.  It  was  25  years  before 
another  state  registry  was  started.  Hawaii  has  been  operating  a  registry  since  1960,  Wyoming 
since  1962,  and  Utah  since  1966.  The  National  Cancer  Institute  began  its  national  cancer  data 
collection  program  in  1973.  Most  states  did  not  start  registries  until  the  1980s  and  many  only 
began  in  the  last  decade.  Today,  partly  with  funding  from  the  Centers  for  Disease  Control  and 
Prevention  (CDC),  all  states  have  central  cancer  registries.  North  Carolina's  registry  began 
operating  in  1986,  but  has  statewide  data  only  since  1990.  The  Registry  pools  its  data  (without 
identifiers)  with  data  from  other  states  to  assist  in  providing  a  national  database  on  cancer 
incidence. 

How  does  the  Registry  get  its  data?  Although  physicians  have  been  required  to  report  new  cases 
of  cancer,  it  is  much  more  efficient  to  get  most  of  the  data  from  hospitals.  Because  most  people 
with  cancer  will  go  to  a  hospital  at  some  point  during  their  diagnosis  or  treatment,  the  Registry  has 
relied  primarily  on  this  data  source  and  has  not  asked  physicians  to  report  hospitalized  cases.  This 
has  resulted  in  obtaining  data  on  approximately  94%  of  the  total  estimated  cancer  cases  diagnosed 
in  North  Carolina  each  year.  During  the  coming  year,  the  Registry  will  be  working  with  physician 

continued  on  next  pape 


180 


NCMJ  Ma\/June  2000.  Volume  61  Number  3 


practices  that  diagnose  and  treat  cancer  patients  in 
their  offices,  and  with  pathology  laboratories,  to 
assure  that  cancer  cases  that  are  not  seen  in  a  hospital 
are  being  reported.  The  Registry  will  continue  to 
collect  data  from  hospitals  for  all  patients  that  are 
hospitalized  and  will  request  data  from  physicians 
only  for  those  cases  that  do  not  go  to  a  hospital.  The 
Registry  has  free  software  available  to  help  capture 
the  needed  data  or  it  will  set  up  mail-in  reporting  if 
that  seems  more  appropriate.  For  more  information 
about  reporting  cancer  cases  to  the  North  Carolina 
Central  Cancer  Registry,  phone  Carol  Dickinson  at 
(919)  715-4564. 

To  access  summaries  of  North  Carolina  cancer  data, 
visit  the  Web  site  below  and  click  on  Health  Statistics/ 
Cancer. 

From  the  State  Center  for  Health  Statistics 

www.schs.state.nc.us/SCHS 

North  Carolina  Department  of  Health 

and  Human  Services 


PHYSICIANS 

Air  Force  Healthcare. 

Good  Pay. 
Professional  Respect 

Why  Do  You 
Think  We  Say  "Aim  High "? 

Experience  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay,  training  and  advancement. 

For  an  mformation  packet  call 

1-800-423-USAF 

or  visit  www.airforce.com. 

You'll  see  why  we  say,  "Aim  High." 


.\IM  HIGH 
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New  Members 

of  the  North  Carolina  Medical  Society 


Kristin  Kylande  Adams  (N),  UNC 
Physicians  &  Associates,  101  Man- 
ning Dr.,  CB  7025,  Chapel  Hill 
27599 

Mark  Daniel  Aldous  (RES),  1309  Val- 
ley Run,  Durham  27707 

Kenneth  Anthony  Andreoni  (GS),  301 
Sunset  Creek  Circle,  Chapel  Hill 
27516 

Laila  Ahmed  Awny  (IM),  Route  #3, 
Box  3 104-1  A,  Clayton.  GA  30525 

Bonner  Lee  Baker,  Rutherford  Hospi- 
tal, Inc.,  288  S.  Ridgecrest  Ave., 
Rutherfordton  28139 

Russell  A.  Ball  (PTH),  Rex  Hospital 
Laboratory,  4420  Lake  Boone  Trail, 
Raleigh  27607 

Sylvia  Ann  Bartee-Allen  (FP),  Univer- 
sity Family  Physicians,  103 10  Mal- 
lard Creek  Rd.,  Charlotte  28262 

Eric  Pierre  Bastings  (N),  150  Stone- 
brook  Ct.,  Winston-Salem  27104 

Joseph  Oscar  Bell,  III  (AN),  360  N. 
Jones  Creek  Rd.,  Franklin  28734 

John  Fletcher  Boggess,  UNC,  Dept.  of 
Ob-Gyn,  Chapel  Hill  27599 

Leslie  Helen  Boyce  (CHN),  UNC 
School  of  Med.  CB  7025,  Chapel 
Hill  27599 

Chadwick  Reginald  Brasington  (RES), 
1705  Gales  Ct.,  Winston-Salem 
27103 

David  James  Bush  (RO),  Regional 
Radiation  Oncology,  PA,  600  Hos- 
pital Dr..  Ste.  10,  Clyde  28721 

Christina  Lynn  Butera  (OP),  Onslow 
Ophthalmology,  12  Office  Park  Dr., 
Jacksonville  28540 


Mary  Colleen  Casey  (EM),  113  Lee- 
ward Ct.,  Gary  27511 

Susan  Marie  Cera  (RES ),  839  Scalebark 
Rd.  6K,  Charlotte  28207 

Irene  Shun  Wo  Tsang  Chao.  Triangle 
Pediatrics  Center,  101  SW  Gary 
Parkway,  Gary  2751 1 

Adele  Roberts  Clark  (PHYS  ASST), 
Wake  Forest  Univ.  Sch.  of  Med., 
Medical  Center  Blvd.,  Winston- 
Salem  27157 

Michael  A.  Cowan  (NS),  Carolina 
Neurosurgery  Assocs.,  1010 
Edgehill  Road  N..  Charlotte  28207 

Steven  Daniel  Crowley  (RES),  208  N. 
Buchanan  Blvd.,  Apt.  #6, ,  Durham 
27701 

William  Bradley  Davis  (PD),Wendover 
Pediatrics,  1307  W.  Wendover 
Ave..  Greensboro  27401 

Danielle  Desrochers  (STU),  Wake 
Forest  Univ.  Sch.  of  Med.,  Box 
2865.  Medical  Center  Blvd.,  Win- 
ston-Salem 27157 

Richard  D.  Duncan  (OBG),  2609  N. 
Duke  St.,  Ste.  204.  Durham  27704 

Shepard  Nash  Dunn  (OPH),  5928 
Dutchman  Creek  Rd.,  Southport 
28461 

Stephen  Bryan  Durham  (EM),  3710 
Shipyard  Blvd.,  Wilmington  28403 

Bernard  Vincent  Eden  (RO).  136 
Farmington  Road,  Shelby  28150 

Diane  Ennis-Harris  (FP),  3710  Ship- 
yard Blvd.,  Wilmington  28403 

Edward  Benedict  Ermini  (OTO),  4303 
Ludgate  St.,  Lumbeiton  28358 

Joseph  John  Eron,  Jr.  (ID),  UNC,  Div. 


of  Infectious  Dis.,  547  Bumett- 

Womack,  Gb  7030,  Chapel  Hill 

27599 
Lawrence  Andrew  Eskew  (U),  Pied- 
mont Urological  Associates,  624 

Quaker  Ln.,  Ste.   E-lOO,  High 

Point  27262 
Valeriana  Esteves-Jute  (FP),   12380 

Appin  Road,  Laurinburg  28352 
Charles  Richard  Esther,  Jr.  (RES), 

122  Timber  Ridge  Dr..  Durham 

27713 
Andres  Joseph  Exposito  (EM),  3710 

Shipyard   Blvd.,   Wilmington 

28403 
Michael  Dean  Fabrizio  (U),  Devine 

Tidewater    Urology,    400    W. 

Brambleton  Ave.,  #100,  Norfolk 

VA  23510 
Lillian  S.  Ferdinands.  Presbyterian 

Healthcare,  1 6630  Northcross  Dr., 

Huntersville  28078 
Michell  I.  Francis-Browne  (FP),  1213 

S.  Walnut  Dr.,  Smithfield  27577 
James  Michael  Frankland  (RES),  530 

Lockland  Avenue,  Winston-Sa- 
lem 27103 
Richard  Pat  Gallucci  (AN),  1 17  Julia 

Dr.,  Lincolnton  28092 
Michael    Dennis    Getter    (ORS), 

Oweida  Orthopaedic  Associates, 

309  S.  Sharon  Amity  Rd.Ste.l02, 

Charlotte  28232 
John  Giusto  (PMR),  2609  N.  Duke 

St.,  St.E  900.  Durham  27704 
Neal  David  Goldman  (OTO),  Wake 

Forest  Univ.  Sch.  of  Med.,  Medi- 
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Brevard  Court,  Jacksonville  28546 

Shilpa  Nimish  Gosrani.  Wendover 
Pediatrics,  PA,  1307  W.  Wendover 
Ave..  Greensboro  27401 

Mark  Allen  Grazarczyk  (RES).  1754 
Springfield  Farm  Ct..  Clemmons 
27012 

Mohamed  Ibrahim  Hassan  (RES), 
2326  Kaywood  Lane.  Winston-Sa- 
lem 27103 

Todd  Edward  Helton  (RES),  3903 
Springstop  Lane,  Durham  27705 

Marion  McBride  Herring  (ORS), 
Boone  Orthopaedics,  194  Doctors 
Dr.,  Boone  28607 

Laurence  Debree  Higgins  (ORS). 
DUMC,  Box  3615,  Durham  27710 

James  Hochrein  (C),  2603  Southwick 
Dr.,  Greensboro  27403 

Pyi  Thet  Htun  (IM),  4215  Femcreek 
Dr.,  Fayetteville  28314 

William  Alexander  Huff  (ORS).  520 
Beaman  St.,  Clinton  28328 

Susan  Foster  Isbey  (IM),  Durham  In- 
ternal Med.  Assocs.,  4005  Ben 
Franklin  Blvd..  Durham  27704 

Jeffry  Alan  Jacobs  (RES),  2905 
Bainbridge  Dr..  Apt.  L,  Durham 
27713 

Maryann  Jamshidi  (RES),  5361  Larch 
Ct.,  Winston-Salem  27104 

Jolene  Jean-Gracia,  4302  Dewfield 
Drive,  Wilson  27896 

Da\'id  Holloway  Johnson  ( PD),  3  Acad- 
emy St.,  Bumsville  28714 

John  David  Johnston  (RES).  555  Or- 
chard Ridge  Lane,  Greensboro 
27455 

Suzanne  Elizabeth  Eaton  Jones  (FP), 
5428  Brushy  Meadows  Dr., 
Fuquay-Varina  27526 

Milton  Paul  Kale  (PD),  Onslow  Pedi- 
atric Associates,  5 1  Office  Park  Dr.. 
Jacksonville  28540 

Nancy  Wolters  Knudsen,  DUMC,  Box 
3094,  Durham  27710 

Niuton  Seigo  Koide  (C),  Carolina  Car- 
diology Assocs,  PA,  107  W.  Medi-  J 
cal  Dr.,  Lexington  27292  ' 

Ania  Izabela  Kowalik  (GYN).  UNC 
School  of  Med.  Cb  7570.  Chapel 
Hill  27599 

Peter  Gibbs  Kramer  (RES),  2312  N.     | 


Lumina  Avenue,  Wrightsville  Beach 

28480 
Kalpana    Anantha    Krishna    (IM), 

Sandhills  Neph.  &  Int.  Med.,  1778 

Metromedical   Dr.,   Fayetteville 

28304 
Ramsay  Li-Ping  Kuo  (RES),  18  Forest 

Oaks  Dr.,  Durham  27705 
William  Henry  Lagarde  (RES),  414 

Copperline  Dr..  Chapel  Hill  27516 
Josephine  Hooten  Lake  (IM),  P.  O. 

Box  1090,  Wadesboro  28170 
Marie-Lyne  Lavoie  (OBG),  Wendover 

Ob-Gyn,  301   E.  Wendover  St., 

Ste.  400,  Greensboro  27401 
Sabina  Mikyong  Lee  (IM),  Raleigh 

Medical  Associates,  34 1 4  Six  Forks 

Road.  Raleigh  27601 
Steven  Amedeo  Limentani,  Charlotte 

Medical  Clinic,  1001  Blythe  Blvd.. 

Ste.500.  Charlotte  28203 
Jen-Jar  Lin  (PD),  Brody  School  of 

Medicine,   Room  287,   2-West, 

PCMH,  Greenville  27858 
Susan   Mac   Lean   (PD),    Graham 

Children's  Center,  3  Academy  St., 

Bumsville  28714 
Steven  Carlson  Merrill,  107  2nd  Ave., 

SW,  Taylorsville  28681 
James  Lloyd  Mohler  (U).  UNC.  Div. 

of  Urology,  CB  7235,  Chapel  Hill 

27599 
Monique  Renee  Minor  (EM),  3710 

Shipyard  Blvd.,  Wilmington  28403 
Holly  Ann  Muir  (AN),  DUMC,  Box 

3094,  Durham  27710 
Christina  Kay  Neeley  (RES),  2516-9 

Cranbrook  Lane.  Charlotte  28207 
Rendon  Clive  Nelson  (Dr),  DUMC, 

Dept.  of  Radiology.  Durham  27710 
Philip  Mayes  Newhall  (RES).  60119 

Davie  Circle,  Chapel  Hill  27514 
Jennifer  Short  Oliver  (PD),  Forsyth 

Pediatric       Associates,       200 

Robinhood  Medical  Plaza.  Win- 
ston-Salem 27106 
Ronald   Paul   Olson.   Preoperati\e 

Screening  Unit.  DUMC.  Box  3094. 

Durham  27710 
William  F.  Owen.  Jr.  (NEP).  3607 

Bam  View  Place.  Durham  27705 
Thomas  John  Pacicco  (IM).  Charlotte 

Medical  Chnic,  1001  Blythe  Blvd., 


Ste.  500,  Charlotte  28203 

Manu  Hira  Patel,  1 10  Cramer  Moun- 
tain Woods,  Cramerton  28032 

Shashikant  J.  Patel  (IM),  Wayne  Heart 
&  Int.  Med.  Assoc,  2704  Medical 
Office  Place,  Goldsboro  27534 

Anjali  Kishor  Pathak  (RES),  1230  Van 
Voorhis  Rd.,  E-7,  Morgantown, 
WV  26506 

Vincent  Joseph  Patrone  (IM),  320  40th 
Ave.  Dr.,  NW,  Hickory  28601 

Raj  Polavaram  (IM),  3124  Blue  Ridge 
Rd.,  Raleigh  27612 

Vijayanirmala  Polavaram  (IM),  203 
Running  Creek  Rd..  Raleigh  27606 

Leigh  Ann  Sulzberger  Pool.  510  N. 
Elam  Ave.,  Ste.  201-272,  Greens- 
boro 27403 

Deborah  Shipley  Porterfield  (RES). 
1319  Heron  Pond  Dr..  Chapel  HiU 
27516 

Joseph  Anthony  Puma  (IM),  847 
Westlake  Dr.,  Mount  Aiiy  27030 

Jerald  Alan  Purifoy  (PD),  Carelina 
Neonatology  Assocs.,  3000  New 
Bern  Ave..  Raleigh  27610 

Jacinda  Isley  Purrington  (IM),  Greens- 
boro Medical  Assocs,  PA,  1511 
Westover  Terrace,  Greensboro 
27408 

Matthew  Chet  Radack  (EM),  3710 
Shipyard  Blvd.,  Wilmington  28403 

Deborah  White  Greimel  (IM).  12500 
Saddle  Path  Circle.  Laurinburg 
28352 

Paul  David  Reynolds  (IM),  4  Worces- 
ter Place,  Durham  27705 

John  Clyde  Rickabaugh  (FP),  East 
Carteret  Fam.  Med.,  1620-C  Live 
Oak  St..  Beaufort  28516 

James  Wallace  Robertson  (PD),  174 
Brinkley  Lane.  Pilot  Mountain 
27041 

David  Francis  San  Miguel  (FP),  Selma 
Family  Medicine,  108  S.  Raiford 
St..  Selma  27576 

Eduardo  San-Miguel  (EM),  3710  Ship- 
yard Blvd.,  Wilmington  28403 

Carolyn  Irene  Sartor  (RO).  UNC 
School  of  Medicine,  Dept.  of  Ra- 
diation Oncology,  Chapel  Hill 
27599 

Nichola  J.  Saitor  (PD),  Carrboro  Pedi 


NCMJ  Ma\/Jime  2000.  Volume  61  Number  3 


183 


atrics  &  Int.  Med.,  205  Lloyd  St.. 
Ste.  101.  Carrboro  27510 

Debra  Schardt-Sacco,  UNC  Hospi- 
tals. CB  7450,  Chapel  Hill  27599 

Kristi  Jo  Schleder,  Hot  Springs  Health 
Program,  Inc,  PO  Box  909,  Mars 
Hill  28754 

Narayanachar  Chandra  Sekaran, 
Halifax  Medical  Specialists,  270 
Smith  Church  Road,  Roanoke  Rap- 
ids 27870 

Jamehl  Demons  Shegog  (IM),  Wake 
Forest  Univ.  Sch.  of  Med.,  Medical 
Center  Blvd.,  Winston-Salem 
27157 

James  Winn  Short  (PD).  921  Ridge 
Road,  Roxboro  27573 

Scott  Charles  Sieberg,  3995  181, 
Morganton  28655 

Michael  Joe  Sollenberger  (IM),  The 
Salem  Centerfor  Medicine,  2928 
Maplewood  Ave.,  Winston-Salem 
27103 

Laurel  Ann  Stadtmauer,  400  Asheville 
Ave.,  Ste.  200,  Cary  27511 

Christopher  Scott  Stanley  (PD),  United 
Healthcare  Of,  2307  W.  Cone 
Blvd.,  Greensboro  27438 

Amy  Jo  Stough  (RES),  721  White  Pme 
Dr.,  Durham  27705 

Thomas  Dale  Tate  (GP),  3710  Ship- 
yard Blvd.,  Wilmington  28403 

Madhvi  Maitreya  Thakkar  (IM),  Pri- 
mary Care  Clinic.  100  Nash  Medi- 
cal Arts  Mall,  Rocky  Mount  27804 

James  Paul  Theofrastous  (OBG), 
MAHEC  Dept.  of  Ob-Gyn.  60 
Livingston  St.,  Asheville  28801 

Scott  William  Tunis  (OPH),  Carolina 
Eye  Associates,  PA.  1960  S.  17th 
St.,  Ste.  101,  Wilmington  28401 

Traci  Melinda  Turner  (C).  2705-A 
Henry  St.,  Greensboro  27405 

William  James  Vanarthos  (Dr),  Wake 
Radiology  Consultants,  PA,  3614 
Haworth  Dr.,  Raleigh  27609 

Susan  Marie  Weeks,  UNC-CH  Radi- 
ology Dept..  CB  7510,  Chapel  Hill 
27599 

Ken  T.  Yang  (FP),  Clinton  Medical 
Clinic,  403  Fairview  St.,  Clinton 
28328 

Basil  Otto  Yost,  III  (C),  120  Fern 


Creek  Dr.,  Hendersonville  28731 

Buncome 

Charies  Anton  Buzzanell  (AN),  718 
Oakland  St.,  Hendersonville  28791 

WiUiam  Richard  C.  Shillingla  (GS), 
509  Biltmore  Avenue,  Asheville 
28801 

Carteret 

Marilyn  Jean  Boehm  (FP),  100  Webb 
Dr.  On  Brandywine  Bay,  Morehead 
City  28557 

Catawba 

James  Michael  Fuller  (PUD),  Pied- 
mont Pulmonary  Consultants,  415 
N.  Center  St.,  Ste.  204,  Hickory 
28601 

Rebecca  Lynn  Smith  (D),  Catawba 
Dermatology  Assocs.,  PA,  220  1 8th 
Street  Circle,  Se,  Hickory  28601 

Cumberland 

Bruce  Michael  Distell  (Dr),  Carolina 
Regional  Radiology,  1329  Robeson 
St.,  Fayetteville  28305 

Richard  Thomas  Falter,  Jr.  (R),  Caro- 
lina Regional  Radiology,  1329 
Robeson  St.,  Fayetteville  28305 

Ramesh  V.  Patel  (IM),  1220  Walter 
Road,  Fayetteville  28304 

Michelle  Denise  Powell  (RES),  1601 
Owen  Drive,  Fayetteville  28304 

John  Make  Ray,  Jr.  (RES),  1601  Owen 
Dr.,  Fayetteville  28304 

Davidson 

Sohail  Bazel  (IM),  Davidson  Inter- 
nists, 101  W.  Medical  Park  Dr.. 
Lexington  27292 

Durham-Orange 

Jason  Bryan  Mitchell  (STU).  5304  Rose 
Garden  Lane,  Durham  27707 

Jennelle  Saunders  Williams  (D),  Cen- 
tral Dermatology  Center,  2238-500 
Nelson  Highway,  Chapel  Hill 
27514 

Forsyth-Stokes-Davle 

Dalane  William  Kitzman  (C),  Wake 
Forest  Univ.  Sch.  of  Med.,  Cardi 


'   ology.  Medical  Center  Blvd,  Winston- 
Salem  27157 

Harnett 

John  Leslie  Briggs.  Jr.  (FP),  1417 
Gormly  Circle,  Sanford  27330 

Iredell 

Reid  Douglas  Breckwoldt  (R),  Iredell 
Radiology  Associates,  542 
Brookdale  Dr.,  Statesville  28677 

Lee 

Agnes  Lynett  Ortega  (OBG),  C.  Caro- 
lina Phys.  For  Women.  1832  Doc- 
tors Dr..  Sanford  27330 

Mecklenburg 

Marc  Bamett  (EM).  1300  Baxter  St., 
Ste.  425,  Chariotte  28204 

Paul  Stephen  Blake  (NEP),  Southeast 
Renal  Associates,  2321  W. 
Morehead  St.,  Ste.  101,  Chariotte 
28211 

Andrea  Mary  De  Santis  (FP),  1716 
Winthrop  Avenue,  Charlotte  28203 

Paul  Stanton  Harper  (R),  Charlotte 
Radiology,  PO  Box  36937,  Char- 
lotte 28266 

Sonya  Gorski  Rissmiller  (PMR),  Char- 
lotte Institute  of  Rehab.,  1100 
Blythe  Blvd.,  Chariotte  28203 

Ellen  Shannon  Story  (END),  First 
Charlotte  Physicians,  335  N. 
Caswell  Road,  Charlotte  28204 

Moore 

Keith  Edward  Davis  (C),  Pinehurst 
Medical  Clinic,  205  Page  Road, 
Pinehurst  28374 

New  Hanover-Pender 

Eric  Stewart  Bindewald  (IM),  3302 
Bragg  Dr.,  Wilmington  28401 

Bora  A.  Duruman  (OBG),  Carolina 
Ob-Gyn,    1802   South    17th  St., 
Wilmington  28401 

Kenneth  Scott  Garm  (EM),  3710  Ship- 
yard Blvd.,  Wilmington  28403 

David  Milo  Turnbull  (EM),  6236 
Turtle  Hall   Drive,  Wilmington 
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Pitt 

Mary  Elizabeth  Chambers  (PD),  Greenville  Pediatrics,  300 

Bethesda  Dr..  Greenville  27834 
Paul  David  Mehlhop  (AI),  Brody  School  of  Medicine,  600 

Moye  Blvd,  Brody  3e-129e.  Greenville  27838 
Raymond  Millan  (RES),  1 1 27  Treybrooke  Circle,  Greenville 

27834 

Randolph 

Michael  Dale  Applegate  (N),  Johnson  Neurological  Clinic, 

2 16- A  Foust  St.,  Asheboro  27203 
Andrea  Lynn  Mathias  (FP),  White  Oak  Family  Physicians, 

PA,  550  White  Oak  St.,  Asheboro  27203 

Wake 

Deborah  Kessler-Hudak  (OPH).  The  Raleigh  Eye  Center, 
3320  Executive  Dr.,  Ste.  111.  Raleigh  27609 

Wayne 

Michael  Joseph  Brennan  (END),   105  Sevendales  Dr., 
Goldsboro  27534 


Classified  Ads 


CHAPEL  HILL  MEDICAL  OFFICE  SUITE  for  rent. 
Prime  location  opposite  University  Mall.  Approximately 
2000  square  feet.  Custom  cabinetry,  ample  parking.  For 
more  information,  call  919/967-4545  or  919/408-0782. 


DURHAM,  NC:  Four  well-established  and  busy  Internists 
seek  a  BC/BE  Internist.  Position  available  in  July  2000. 
Attractive  benefits.  Salary  negotiable.  Send  CV  to  Laura 
H.  Berglund,  MD,  43 1 5  Ben  Franklin  Boulevard,  Durham, 
NC  27704. 


FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  necessary. 
Competitive  salary  and  benefit  package.  Part-time  posi- 
tions available  with  accommodations  provided.  Call  Dr. 
Kimbedy  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at 
757/670-8894. 


PHYSICIANS  NEEDED  for  locum  tenens  assignments  in 
North  Carolina.  Immediate  placements  for  Family-Gen- 
eral physicians.  Our  physicians  treat  over  1,000  patients 
every  day.  FAX  your  cover  letter  and  CV  to  Physician 
Solutions,  919/845-1947. 


PRACTICE  MANAGEMENT  SOFTWARE  that  is 
Y2K  compliant.  Easy-to-use  Windows  application,  famil- 
iar HCFA  look,  top-rate  help  desk  support,  and  over  3,000 
satisfied  medical  users.  We  install  3  to  4  systems  every 
month  with  on-site  training.  We  will  be  happy  to  answer 
any  questions  or  demo  the  system  in  your  office.  Call 
Physician  Solutions  at  919/845-0054  for  more  informa- 
tion. 


SCOTT  MEDICAL  GROUP,  LLC  is  looking  for  strong 
candidates  in  Family  Practice,  who  want  to  take  a  lead- 
ership role  providing  excellent  medical  care  in  an  urgent 
care  or  clinic  setting.  Excellent  benefits  and  salary.  Op- 
portunities exist  in  CHARLOTTE.  RALEIGH,  and 
DURHAM.  Please  send  CV  to  Jackie  O'Connor  Pol- 
lard. Director  of  Recruiting  at  Scott  Medical  Group, 
LLC,  3000  Croasdaile  Drive,  Durham,  NC  27705. 
Telephone  800/678-2811;  fax  919/383-0874.  No  J-1 
visas. 
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CME  Calendar 


June  7-10 

15th  Annual  Family  Medicine  Update  and  Review  Course 

Place:      Chattanooga  Marriott  Downtown.  Chattanooga, 

TN 
Credit:    Up  to  25  hours.  Category  1,  AMA 
Fees:       Until  May  17:  $595  physicians,  $475  nonphysicians; 

after  May  17:  add  $100 
Info:       University  of  Tennessee  College  of  Medicine  800/ 

947-7823,  ext.  6884;  email:  longlb@erlanger.org; 

website:  www.erlanger.org 

June  12-16 

Ninth  Annual  Advanced  Cardiovascular  Interventions  Sym- 
posium 

Place:      The  Westin  Resort,  Hilton  Head  Island,  SC 
Credit:    Up  to  21  hours.  Category  1,  AMA 
Fees:       Physicians  $850;  Nonphysicians  $500 
Info:       Meetings  and  Events,  toll-free  877/716-2762: 
vrf/w/fe:  www. cvintervene.org 

June  17-21 

Cardiology  in  Primary  Care 

Place:     The  Cloister,  Sea  Island,  GA 

Credit:    Up  to  16  hours.  Category  1,  AMA:  15  hours, 

AAFP 
Fees:       $425 
Info:       Office  of  CME,  Emory  University  School  of  Medi 

cine;  telephone  888/727-5695  or  404/727-5695. 

email:  cme@emory.edu. 

June23  {8:00 a.m. -12 noon) 
Ophthalmology  Residents'  Day 

Place:      The  Friday  Center,  UNC  Chapel  Hill 

Credit:    4  hours.  Category  1,  AMA 

Fees:       None 

Info:       Christine  Cotton,  Dept.  of  Ophthalmology,  UNC 

919/966-5296;  email:  Christine.  Cotton  @med. 

unc.  edu 


July  13-14 

Bridging  Research  and  Care:  World  Alzheimer  Congress 

2000 

Place:      Washington  Hilton  and  Towers,  Washington,  DC 
Credit:    Up  to  1 1.75  hours.  Category  1,  AMA  (pending) 
Fees:       $200 

Info:       312/335-5813;  email:  alzheimer2000@alz.org; 
website:  www.alzheimer2000.org 

July  13-14 

Bridging  Research  and  Care:  World  Alzheimer  Congress 

2000 

Place:     Washington  Hilton  and  Towers,  Washington,  DC 
Credit:    Up  to  11.75  hours.  Category  1,  AMA  (pending) 
Fees:       $200 

Info:       312/335-5813;  email:  alzheimer2000@alz.org; 
website:  www.alzheimer2000.org 

July  20-22 

28th  Annual  Seminar  for  Physicians  on  Breastfeeding 

Place:      Hilton  Head  Island,  SC 

Credit:    16  hours.  Category  1,  AMA 

Fees:       Before  June  5:  $475;  medical  associates  $400:  $375 

spouse/guest;  after  June  5:  $550/$475/$450 
Info:       La  Leche  League  Int'L,  PO  Box  4079,  Schaumburg, 

IL  60168-4079;  847/519-7730  x218:  email: 

ckolar@llli.org 

July  30-August  4 

Adult  and  Pediatric  Allergy  and  Asthma  Update 

Place:     Bald  Head  Island,  NC 

Credit:    Up  to  23  hours.  Category  1,  AMA 

Fees:       $325 

Info:        Registration:  877/227-8199;  content:  336/373- 
0936;  accommodations:  800/432-RENT  or  910/ 
457-7506,  ask  for  Judy  Treadway  (refer  to  Group 
#41922) 

(1)  September  22-24 

(2)  December  10-12 
Emergency  Ultrasound  Course 

Place:      ( 1 )  Charlotte,  NC;  (2)  Columbia,  SC 
Credit:    Up  to  21  hours,  Category  1,  AMA;  21  hours. 

Category  1 ,  ACEP 
Fees;       $70o'physicians;  $650  ACEP;  $600  SCCEP; 

$500  residents  and  PAs;  $450  students      ' 
Info:        South  Carolina  College  of  Emergency 

Medicine;  Thomas  D.  Cook,  MD,  145  Sassafras 

Tr.,  Lexington,  SC;  email:  huntpat@sc.rr.com; 

website:  www.emergencyultrasound.com 
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fc)u  shouldn't  need  one  of  these 
to  practice  medicine. 


Let  the  North  Carolina  Medical  Society  help  you  with  the 
usiness  issues  that  keep  you  from  spending  more  time  with 
the  people  who  need  you  most... your  patients. 

The  North  Carolina  Medical  Society  offers  members 

liscounts  and  incentives  on  products  and  services  that  can 

save  you  time  and  money. 


MEMBER  SERVICE 

Auto  Leasing  &  Purchase  Plan 

Auto  Leasing  &  Rental 


Debt  Collection  Service 

Credit  Card  Program 

Fax  &  Copier  Machines/Equipment 

Financial  Management  &  Investments 

Long  Distance  Phone  &  Calling  Card 

Hotel/Dining  Savings 

Insurance 

(Group  Health,  Professional  Liability, 
Commercial,  Retirement,  Financial  Planning) 

A4agazine  Discounts 

Coding/Billing  Publications 

Revenue  Enhancement  Analysis 
Tax  Audit  Defense 
Travel  Tours/Packages 
Website  Services 


<:d\/\ai.tEXi,  or 
ci/f-amini^tiation 


PREFERRED  VENDOR 
PHYSICIANS  LEASING  COMPANY 

ALAMO  RENT-A-CAR 
(code:  B2 13-386) 
HERTZ  RENT-A-CAR 
(code:  CDF  #006546) 

I.  C.  SYSTEM 

MBNA  AMERICA 

DANKA 

MERCER  GLOBAL  ADVISORS  (MGA) 

MERRTTEL  (code  B 11  -0 11 0) 

QUEST  (code  1931-43) 

THE  MEDICAL  MUTUAL  GROUP 

I 

NCMS  MAGAZINE  PROGRAM 
OUR  STATE  MAGAZINE 

CONOMIKES  REPORTS,  INC. 
UNITED  COMMUNICATION  GROUP 

BROWN,  MCLEOD  &JOHNSEN,  CPAs,  PA 

TAX  RESOURCES,  INC 

VANTAGE  DELUXE  TRAVEL 

HEALTHDIRECTORY.COM 


PHONE 

(800) 888-8961 

(800) 327-9633 

(800)654-2210 

(800) 279-6620 
(800)457-3714 
(800) 653-2652 
(800) 335-8808 
(800)  949-7262 
(800) 782-9450 
(800)662-7917 

(800) 289-6247 
(800)948-1409 

(800)421-6512 
(888)  287-2223 

(919)782-1040 

(800) 922-8348 

(800)634-2180 

(888) 543-3424 


To  apply  for  membership  in  the  North  Carolina  Medical  Society  (NCMS)  or  for  more  information  on  the 
products  and  services  listed  abo  ve,  contact  Sha  wn  Scott,  NCMS  Director  of  Membership  Services  &  Marketing, 
phone  (919)  833-3836,  or  visit  NCMS  Online  at  www.ncmedsoc.org. 


Instructions  for  Authors 


The  North  Carolina  Medical  Journal  is  a  medium  for 
communication  with  and  by  members  of  the  medical  com- 
munity of  this  state.  The  Journal  publishes  six  times  a  year: 
in  January,  March,  May,  July.  September,  and  November. 
The  Journal  will  consider  for  publication  articles  relat- 
ing to  and  illuminating  medical  science,  practice,  and  his- 
tory; editorials  and  opinion  pieces;  letters;  personal  ac- 
counts; poetry  and  whimsical  musings;  and  photographs  and 
drawings.  Papers  that  relate  to  the  present,  past,  or  future 
practice  of  the  health  professions  in  North  Carolina  are 
especially  pertinent,  but  manuscripts  reflecting  other  per- 
spectives or  topics  are  welcomed.  Prospective  authors  should 
feel  free  to  discuss  potential  articles  with  the  editors. 


Manuscript  Preparation 

Prepare  papers  according  to  the  "Uniform  Requirements  for 
Manuscripts  Submitted  to  Biomedical  Journals"  (N  Engl  J 
Med  1991;324:424-8)  with  the  following  exceptions:  1 )  no 
abstract  is  needed;  2 )  no  running  title  is  needed;  and  3 )  report 
measurements  in  metric  units;  use  of  the  International  Sys- 
tem of  Units  (SI)  is  optional. 

Submit  a  cover  letter  and  a  3  1  /2-inch  computer  disk  that 
contains  the  text  written  in  MS  DOS-  or  Macintosh-compat- 
ible format.  Also  enclose  three  hard  copies  of  the  text  for 
review  purposes.  Double  space  text  with  one-inch  margins. 
Please  do  not  "format"  the  text  (e.g.  no  variations  in  type 
size,  no  bold  face,  no  italics,  no  embedded  endnotes). 

Submit  photographic  illustrations,  in  duplicate,  as  high- 
quality  color  35mm  slides  or  5-by-7  or  8-by- 1 0-inch  glossy 
prints,  or  as  black-and-white  glossy  prints  (5-by-7  or  8-by- 
lO-inch).  Label  all  illustrations  with  author's  name,  number 
them  sequentially  according  to  their  position  in  the  text,  and 
indicate  the  orientation  of  the  images,  if  necessary.  Do  not 
write  directly  on  the  backs  of  prints.  This  can  damage  them. 
If  figures  require  printing  in  four-color  process,  we  may  ask 
the  author  to  pay  printing  fees  or  a  portion  thereof. 

Submit  tables,  charts,  and  graphs  as  hard  copy  and 
include  copies  on  disk,  in  their  original  format  and  trans- 
lated as  TIFF,  PICT,  or  EPS  documents.  Type  all  figure 
legends  separately.  Type  and  double-space  all  tables,  one  to 
a  single  sheet  of  paper.  Tables  must  have  titles  and  consecu- 
tive Arabic  numbers. 

Keep  references  to  a  minimum  (preferably  no  more  than 


15),  retaining  those  that  document  important  points.  The 
"Uniform  Requirements"  cited  above  contain  reference  for- 
mat. We  customarily  list  the  first  three  authors  for  "et  al"- 
type  references.  Authors  are  responsible  for  the  accuracy 
and  pertinence  of  all  citations. 

Avoid  abbreviations  entirely  if  possible;  keep  them  to  a 
minimum  if  not.  When  used,  completely  define  abbrevia- 
tions at  the  first  point  of  usage  in  the  text. 

Manuscript  Review  and  Editing 

A  medically  qualified  editor  reads  all  manuscripts  and,  in 
most  instances,  sends  them  out  for  further  review  by  one  or 
more  other  members  of  the  Noilh  Carolina  Medical  Society. 
Authors '  cover  letters  must  include  a  line  that  states  that 
their  submitted  manuscripts  are  not  under  consideration  for 
publication  elsewhere.  It  is  not  the  Journal's  policy  to 
reprint  previously  published  articles.  Decisions  to  publish 
or  not  are  made  by  the  editors,  advised  by  the  peer  reviewers. 

We  encourage  a  relatively  informal  writing  style  since 
we  believe  this  improves  communication.  Imagine  yourself 
talking  with  your  unseen  audience — as  long  as  this  doesn't 
lead  you  to  scientific  or  linguistic  inaccuracy.  Be  brief  clear, 
simple,  and  precise. 

We  edit  accepted  manuscripts  for  clarity,  style,  and 
conciseness.  Except  for  letters,  authors  receive  a  copy  of  the 
edited  manuscript  for  their  review  and  approval  before 
publication.  Manuscripts  not  accepted  will  not  be  returned. 

Authors  retain  copyright  to  articles  published  in  the 
North  Carolina  Medical  Journal,  but  the  North  Carolina 
Medical  Society  copyrights  the  contents  of  each  entire  issue. 
Requests  for  permission  to  reprint  all  or  any  part  of  a 
published  article  must  be  submitted  in  writing  to  the  address 
below  and  negotiated  with  the  author  and  editor  jointly. 
Reprinted  material  must  carry  a  credit  line  identifying  that  it 
appeared  in  the  North  Carolina  Medical  Journal. 


Submissions 

Editor,  North  Carolina  Medical  Journal 
Box  3910,  DUMC  Durham,  NC  27710 
Telephone  919/286-6410,  Fax  919/286-9219 
E-mail:  nash0004@mc.duke.edu 


1  OiTR  Starting  Eve.  ^Wto^^URsf 


When  one  of  our  insured  physicians  faces  a  medical  malpractice  lawsuit,  our  Diamond  Defense  goes  to  work,  protectmgyour 
reputation  your  practice,  your  livelihood.  With  more  than  300  trial  victories,  including  some  of  the  most  difficult  malpracUce 
cases  in  North  Carolina  history,  these  attorneys  are  the  core  of  our  team.  They're  tough,  they're  aggressive,  and  they're  always 
available  for  Medical  Mutual  members.  t^^  ^^^ 

cautodayandfindouthowto  join        The  Medlcal^Mutual  Group^ 

the  Medical  Mutual  team.  H«._-     M*«/M.,.//_c.co,,.a,,,./A'-^c«./™ 

When  it  matters  most,  we're  with  you  all  the  way.  po  box  98028  •  Raieigh,  nc  27624  •  800-662-7917 

www.medicalmutualgroup.com 
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What  can  a  map  tell  you  about  a  computer  system? 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolinas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  exjunple,  it  n-iight  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross  /  Blue  Shield 
(vkdth  no  per-claim  charges)  are 
improving  physicians'  revenue. 


It  could  darify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
tleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  de\'elopment 
brought  inno\'ations  like  the  first 
integrated,  direct  electronic  clainis 
transmission  in  a  practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 


miSystems 


inc. 

Carolina  Research  Park  •  One  Science  Court 

Columbia,  SC  29203-9356 

800-800-6472  •  803-735-7700 
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In  this  issue: 

#  Two  Medical  Pioneers 

#  Statin  Therapy  Following  CABG 

#  Folic  Acid  and  Neural  Tube  Defects 
^  i,.^reatment  of  Dementia 

#  Hypertension  in  African-American  Women 


^  "Fixing"  Medical  Malpractice 

#  Neonatal  Home  Management 

#  Gastroenterology  CPC 

#  Monitoring  Maternal/Infant  Risk 

#  — and  More! 
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We  think  the  people 
who  look  after  us 
deserve  special  treatment 
themselves. 


FIRST  Citizens  Bank 


BUSINESS    BANKING 


-Stoeep  Accounts 

-Medical  Building  Real  Estate  Loans 

-Medical  Equipment  Loans  &  Leases 

-Retirement  Planning  Services 

-Insurance  Services 

-Online  Banking 


firstcitizens.com 


At  First  Citizens,  we've  created 
a  package  of  hanking  services 
specifically  designed  for  physicians 
and  dentists. 

For  example,  we  offer  special  rates 
and  terms  on  medical  building 
real  estate  loans,  with  up  to  100% 
financing. 

To  find  out  more,  give  us  a  call. 
Frotn  Cash  Management  to  Online 
Banking,  we  take  care  of  the 
professionals  who  take  care  of  us. 


1-888-FC  DIRECT 
(1-888-323-4732) 


Working  for  your  business  every  day. 


Normal  credit  approval  applies.  Meviber  FDIC. 


On  DewEES  Island  -  located  just  minutes  from  Charleston,  SC  -  this 
is  a  way  of  life.  Here  you'll  find  an  entire  communit)'  of  residents  who 
"seize"  each  and  every  day. .  .seize  the  day,  and  wring  it  for  even,'  possible 
drop  of  life,  laughter,  and  enjoyment.  This  is  a  place  where  a  stroll  around 
the  Island  will  take  you  past  a  father  teaching  his  children  to  fish ...  a 
grandfather  and  granddaughter  shelling  on  the  2'/:  miles  of 
beach... and  perhaps  a  family  boiling  fresh  caught  shrimp  or 
steaming  oysters  for  a  meal.  I  More  than  anything,  Dewees  is  a 
place  of  impretentious  "realness,"  where  "Island  values"  are  old- 
fashioned  values. .  .where  a  20-minute  ferry  ride 
separates  you  and  yours  from  the  worries  of  the 
mainland,  and  every  new  day  promises  discovery 
and  learning  within  1,200  acres  ot  untamed, 
natural  beaut)-. .  .where  90  percent  of  the  Island 
is   undisturbed.   B  This   is  a    150-home 
communit}'  with  homesites  that  average  over  two 
acres  and  begin  at  $425,000.  ■  If  you'd  like  more 
information  on  our  private  Island,  please  call 
843-886-8783 


Dewees  Island  Real  Estate,  Inc. 

46  4 1  St  Avenue,  Isle  of  Palms,  South  Carolina 

imvui.  deweesisland.  com 

Come  experience  Dewees  for  a  night  in  our  beautiful, 
new  guest  lodge.  For  availability,  call  1-800-444-7352 


Dewees 

ISLAND' 


A  PRU.Alt.  OlEANFUO.VT 

ISLAND  RFTJtEAT 

DEDICATED  TO 

ENVIRON,MENT.*L  PRESERVATION* 


RECIPIENT    OF 


COASTAL  LIVING  1999 

Responsible  Community  Development  Award 

and 

Keep  America  Beautiful  National  Award 


Obtain  the  property  report  required  by  Federal  law  and 

read  it  before  signing  anything.  No  Federal  agency  has  judged 

the  merit  or  value,  if  any,  of  this  property.  N.J.E.  6-3-96/2 
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EDITORIAL 


Ooiv't  Leave  Vs  High  and  Dry! 


Some  Journal  readers  already  know  this,  but  it  bears  repeating.  State  medical  societies  across 
the  country  are  struggling  to  define  their  roles:  Should  they  Umit  their  operations  to  pohtical  action, 
or  should  they  concern  themselves  with  scholarly  and  educational  matters?  State  medical  journals, 
casualties  of  the  shift  in  focus,  have  been  falling  by  the  wayside;  over  the  last  decade,  they  have 
disappeared  from  New  York,  Ohio,  Pennsylvania,  Virginia,  and  Florida.  Our  own  Medical  Society 
no  longer  fiinds  the  North  Carolina  Medical  Journal. 

What  Do  You  Think? 

We  have  been  looking  for  ways  to  support  the  Journals  long-term  pubUcation  other  than 
through  membership  dues.  It  is  clear  that  there  is  no  ready  source  of  funds;  survival  will  require  a 
great  effort.  We  especially  want  to  know  the  wishes  of  the  Society  at  large.   Do  enough  members 
want  and  read  the  Journal?  Shall  we  continue  to  cultivate  and  nurture  aspects  of  medicine 
independent  of  politics  and  business?  Do  members  in  general  feel  -  as  the  Editor  and  the  Editorial 
Board  do  -  that  pubUcation  of  a  professional  journal  is  one  of  the  main  ways  that  the  Medical 
Society  distinguishes  itself  from  a  purely  commerce  or  trade  organization? 

We  Need  to  Hear  from  You 

In  the  near  fiiture,  the  Journal  hopes  to  underwrite  a  survey  of  the  members  -  all  members!  - 
of  the  Society  tor  their  opinion  about  keeping  the  Journal.   Is  it  important  to  you?  Would  you  read  it 
in  on-line  format?  Or  only  in  print?  We  would  also  welcome  your  advice  about  how  to  pay  for  the 
Journal.  You  will  soon  get  a  letter  M'ith  a  postpaid  reply  card.  PLEASE  take  a  moment  to  fill  it  out 
and  return  it  promptly.   Momentous  decisions  face  the  Society  and  the  Journal.  Be  sure  they  reflect 
your  wishes.  Speak  up. 

— Francis  A.  Neelon,  MD 
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NAMES      AND      FACES      OF      MEDICINE 


Asa  Gray  in  North  Carolina 

The  Beginnings  of  Botany  in  the  United  States 

John  H,  Felts,  MD 


Territorial  and  economic  ambition,  and  curiosity,  were  major 
stimuli  for  the  exploration  of  North  America.  Explorers 
sought  new  plants  to  treat  the  sick  and  feed  the  well  (and,  of 
course,  to  make  a  profit).  Since  drugs  were  then  derived 
primarily  from  plants,  methods  of  preparing  botanicals  and 
instructions  for  their  use  were  expounded  in  elaborate  herb- 
als.  These  books  described  medicinal  plants,  but  are  often 
confusing  to  read  today  because  of  the  credence  given  to 
astrological  influences  and  the  bodily 
humours  in  health  and  illness.'"-^ 

The  tasks  of  collecting,  charac- 
terizing, and  preserving  plants  were 
important  for  the  early  explorers. 
Their  expeditions  often  included 
naturalists,  draftsmen,  and  artists 
whose  reports  influenced  the  taxo- 
nomic  advances  that  led  to 
Linnaeus'  s  nomenclature  for  plants. 
John  White's  drawings  of  the 
Roanoke  Island  settlement  in  1585, 
John  Lawson's  A  New  Voyage  to 
Carolina  (1709),  Mark  Catesby's 
Natural  Hixtoiy  of  Carolina.  Florida. 
and  the  Bahama  Islands  (1731),  and 
the  writings  of  William  Bartram 
(1739-1823),  provide  us  with  an  invaluable  picture  of  the 
Carolinas  during  the  early  years.''' 


Figure  1 .  Oconee  Bell  (Shortia  galaxifolia).  From 
Radford,  Manual  of  the  Vascular  Flora  of  the 
Carolinas,  1964.'°  By  permission  of  UNC  Press. 


The  Marriage  of  Medicine  and  Botany 

We  might  be  surprised  to  find  that  John  Wesley,  the  founder 
of  Methodism,  was  a  member  of  this  band  of  explorer- 
botanists,  but  he  was  extremely  well-educated  and  his  knowl- 


Dr.  Felts  is  in  the  Department  of  Medicine/Nephrology  at  Wake 
Forest  University  School  of  Medicine,  Winston-Salem,  NC.  Corre- 
spondence: 3335  Paddington  Lane,  Winston-Salem  271 06-5433. 


edge  of  medicine  and  medicinal  plants  far  outpaced  most 
physicians  of  his  day.  His  experience  in  Georgia  from  1735 
to  1 737  allowed  him  to  examine  new  flora  and  to  observe  how 
native  Americans  used  plants  for  healing.  Ten  years  later,  in 
1747,  he  incorporated  much  of  what  he  had  learned  into 
Primitive  Physic,  a  compilation  of  remedies  prepared  to  help 
England's  poor  help  themselves,  without  the  need  for  phy- 
sicians or  apothecaries  who  were  often  little  more  than 
charlatans.^  In  the  preface,  Wesley 
asserts  that  "Physic  [among  the  tribes 
is]  . . .  chiefly  traditional:  every  father 
delivering  down  to  his  sons,  what  he 
had . . .  received  concerning . . .  healing 
both  outward  hurts,  and  the  diseases 
incident  to  each  climate,  and  the  medi- 
cines . . .  of  greatest  efficacy.  But  if  any 
are  sick,  the  fathers  immediately  tell 
what  ...  to  apply  .  .  .  Are  you  sick? 
Drink  the  juice  of  this  herb,  and  your 
sickness  will  be  at  an  end  .  .  .  Has  the 
snake  bitten  you?  Chew  and  apply  that 
root,  and  the  poison  will  not  hurt  you." 
Little  wonder  his  compendium  of  sen- 
sible, cheap,  unheroic  recipes  went 
through  at  least  20  editions.  It  pro- 
vides fascinating  insight  into  a  kind  of  therapeutics  that 
survives  today  as  "alternative"  medicine.* 
Medical  practice  in  the  American  colonies  was  a  blend  of 
European  tradition  and  Indian  lore,  with  the  former  prob- 
ably predominant.  A  glimpse  into  the  practices  of  the  early 
Moravians  who  settled  what  is  now  Forsyth  county  in  1753 
is  instructive.  In  their  Hortus  Medicus  (medical  garden)  at 
Bethabara,  they  grew  more  than  80  species  of  plants,  almost 
none  of  which  is  toxic  unless  used  in  forms  and  concentra- 
tions inconceivable  in  that  era."  Many  of  the  plants  survive  as 
culinary  herbs  or  have  been  revived  in  different  preparations 
such  as  artemisia,  effective  as  a  vermifuge  and  in  the  manage- 
ment of  cerebral  malaria. 
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Fifty  years  ago,  many  time-honored  remedies  were 
found  on  the  pages  of  the  US  Pharmacopoeia,  and  a  few  older 
members  of  the  North  CaroHna  Medical  Society  may  even 
have  studied  pharmacognosy,  the  "branch  of  pharmacology 
that  deals  with  the  biological,  biochemical,  and  economic 
features  of  natural  drugs  and  their  constituents."  Those  old- 
timers  will  remember,  among  other  things,  that  quinine  was 
bitter  to  taste,  that  most  vehicles  for  compounding  prescrip- 
tions had  to  smell  good,  and  that  "a  teaspoonful  of  sugar 
makes  the  medicine  go  down."  The  mysterious  and  enticing 
smells  of  the  drug  store  before  World  War  II — now  only  a 
memory — were  pharmacognostic  too.  Their  dissipation  re- 
flects the  decline  and  fall  of  herbalists  and  botanizers  and  the 
rise  of  the  chemists  in  today's  medical  world. 


The  Divorce  of  Botany  from  Medicine 

I  want  to  turn  now  to  the  career  of  Asa  Gray  (1810-1} 
who  personified  the  transformation  of  herbal  medical  prac- 
tice and  the  rise  of  scientific  botany.  He  was  born  on 
November  11.  1810.  "on  the  Methodist  side  of  the  Sauquoit 
Creek"  near  Utica  in  the  Mohawk  Valley  of  New  York.  At 
the  age  of  1 6  he  entered  the  Fairfield  Medical  School,  which 
ran  from  1809  to  1840.  By  attending  two  lecture  sessions 
there,  and  practicing  medicine  for  three  years,  he  qualified  for 
a  degree  in  January,  1831.  His  formal  education  thus  ended 
before  he  was  2 1  years  old,  but  in  a  nation  overpopulated  with 
doctors.  Gray  found  it  hard  to  make  a  living.  With  time  on 
his  hands,  he  began  to  study  the  plant  kingdom  at  the  exciting 
dawn  of  the  application  of  Linnaean  principles  of  classifica- 
tion. His  career  took  a  decisive  turn  in  1836  when  he 
published  his  definitive  Elements  of  Botany,  written  for 
doctors  and  farmers."  '- 

He  traveled  to  Europe  in  1839.  and  in  Paris  found  an 
unclassified  plant,  taken  from  the  New  World  to  the  her- 
barium of  Andre  Michaux  at  the  Jardin  des  Plantes.  Gray's 
discovery  led  him  to  visit  the  "high  mountains"  of  North 
Carolina  five  times  in  search  of  a  blooming  specimen  of  the 
plant.  He  was  able  continue  his  quest  because  Harvard 
College  in  1842  named  him  Fisher  Professor  of  Natural 
History  and  director  of  its  Botanic  Gardens,  posts  for  which 
he  was  eminently  qualified.  At  the  time,  a  degree  in  medicine 
was  a  prerequisite  for  a  professorship  in  botany  at  most 
American  universities — and  he  had  one.  The  Harvard  ap- 
pointment allowed  him  to  devote  half  his  time  to  research,  a 
pioneering  step  in  the  establishment  of  a  new  academic 
discipline  in  his  native  land."'- 

The  Harvard  professorship  marks  the  divergence  of 
medicine  and  botany  as  academic  disciplines.  The  split  had 
been  presaged  in  1828  when  another  physician,  Friedrich 
Wohler  (1800-1882).  was  diverted  into  chemistiy  and  per- 
formed the  first  organic  chemical  synthesis  (of  urea  from 
ammonium  nitrate)  in  Liebig's  laboratory  in  Germany."  The 


Figure  2.  Asa  Gray.  From  an  engraving  by  Gustav  Kruell,  1 890. 
Reprinted  in  Kelly,  HA.  Some  American  Medical  Botanists.  New 
York,  NY:  D.  Appleton  &  Company,  1 929. 

branches  would  e\entually  rejoin  to  produce  synthetic  ver- 
sions of  herbal  compounds  in  pure  form — allowing  more 
accurate  and  better  controlled  therapy.  The  sequence  is 
exemplified  by  foxglove,  which  progressed  from  Withering' s 
work  with  "a  family  receipt  for  the  cure  of  the  dropsy"  to  the 
isolation  and  purification  of  digoxin  and  digitoxin." 

Despite  his  efforts.  Gray  never  saw  in  its  native  habitat 
the  plant  he  found  in  Michaux's  herbarium,  but  he  was  able 
to  exercise  his  right  as  discoverer  to  name  it  for  his  friend  and 
fellow  physician-botanist,  Charles  Short  ( 1 794- 1 862 ).  Shortia 
galacifolia  is  now  known  commonly  as  "Oconee  Bell"  because 
Andre  Michaux,  botanist  to  the  king  of  France,  found  it  in 
December,  1788,  just  across  the  border  separating  North 
Carolina's  Transylvania  county  from  Oconee  county  in  South 
Carolina." 

Gray's  reports  of  his  visits  to  North  Carolina  provide 
vivid  descriptions  of  the  mountains  and  their  people.""  On 
his  first  trip  in  June,  1841,  he  found  limited  accommodation 
near  Ashe  Courthouse  (now  Jefferson),  then  a  "hamlet  of  20- 
30  houses."  He  was  cordially  received  and  was  pleased  that 
residents  never  tried  to  "make  unreasonable  charges."  They 
were,  however,  mystified  as  to  why  anyone  would  be  inter- 
ested in  plants  they  considered  weeds.  Gray  added  that  he 
found  Ashe  to  have  generally  "good  combread  and  milk" 
although  the  latter  was  "quite  sour  and  e\'en  curdled."  On  the 
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trip  his  party  climbed  Grandfather,  Bluff,  and  Roan  Moun- 
tains finding  the  climate  "essentially  Canadian."'-" 

Gray  returned  two  years  later,  this  time  descending  the 
Johns  River,  climbing  Table  Rock  Mountain  to  reach  Asheville 
through  the  Swannanoa  Gap  where  he  viewed  the  Black 
Mountains.  Three  decades  later  he  came  again,  this  time  to 
Wilimington  where  he  found  "the  spring  in  all  its  beauty,  a 
month  in  advance  of  our  tardy  north"  and  "collected  a  lot  of 
live  Dionaeas,"  the  famous  Venus  fly  trap.  In  1876,  accom- 
panied by  his  wife,  he  renewed  his  acquaintance  with  moun- 
tainous North  Carolina.  He  found  little  change  in  the 
country  "where  I  used  to  roam  and  botanize  more  than  30 
years  ago,  the  people  still  cut  off  from  the  lower  lands  by  roads 
that  were  mostly  used  only  for  horses  .  .  .  [0]ne  traveled 
sometimes  two  or  three  days  without  meeting  a  wheeled 
vehicle,  [the  people]  were  very  plain  and  primitive  in  their 
ways,  and  one  had  to  depend  at  times  on  their  hospitality  for 
accommodation."  Gray  visited  the  mountains  twice  more, 
but  his  valedictory  in  1884  makes  little  comment  about  the 
terrain  except  to  note  that  a  "narrow  gauge  railroad"  had  been 
built  in  the  vicinity  of  Roan  Mountains,  presumably  to  serve 
the  timber  industry. '- 


Completing  the  Circle 

In  May  1877,  George  M.  Hyams,  son  of  a  prominent 
Statesville  collector,  rediscovered  Shortia  in  its  natural  habi- 
tat on  a  hillside  in  McDowell  county.  Thus  Gray's  quest 


ended  36  years  after  it  began,  but  he  did  not  learn  of  the 
discovery  for  another  year.'-  When  he  did.  he  promptly 
reported  the  event  in  French  and  American  botanical  jour- 
nals." In  1886,  Professor  Charles  Sprague  Sargent,  Gray's 
successor  at  Harvard  and  translator  of  Michaux"  s  journals  was 
"rewarded  by  finding  the  plants  in  abundance"  at  the  original 
site.  Now  it  could  properly  be  christened  Oconee  Bell.  The 
next  spring  Sargent's  groups  found  it  in  full  bloom:  "Masses 
of  dainty  little  fingered  bells  each  swaying  in  the  mountain 
breeze  on  its  pink-tinted  stem,  arising  about  6  inches  from 
rosette  of  closely  scalloped  leaves. "'- 

From  undistinguished  beginnings  in  upstate  New  York, 
and  blessed  with  little  formal  education.  Gray  became  one  of 
the  great  scientists  of  our  nation,  respected  the  world  over.  As 
physician-tumed-botanist,  Gray's  life  is  a  testimony  to  the 
value  of  native  genius  and  unremitting  industry,  as  shown  by 
his  administrative  success  and  written  works.  His  historical 
sketches  of  his  fellow  natural  philosophers  tell  an  exciting 
story.  For  physicians  of  today,  attentive  to  our  forebears,  it 
must  be  pointed  out  that  between  1 859  and  1 886  he  wrote  39 
eulogies  of  outstanding  contemporaries  in  botany;  17of  them 
had  studied  medicine,  which  speaks  to  the  nature  and 
challenge  of  19"'  century  medical  education."" 

Three  historical  markers  commemorate  Gray's  explora- 
tions in  our  mountains:  in  Ashe  county  northeast  of  Linville, 
at  Grandfather  Mountain  in  Avery,  and  at  Bakersville  in 
Mitchell  County.'^  When  doctors  come  upon  them  they 
should  be  reminded  that  he  was  one  of  us,  and  be  properly 
appreciative. 
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Wake  Radiology  Consultants  Is  Now  In  Louisburg 
at  Franklin  Regional  Medical  Center. 

Sixteen  convenient  locations  serving  6  counties.  Easy  sclneduling,  quick 

turnaround  and  professional  follow-up.  A  total  care  philosophy  designed  to  keep 

you  comfortable  every  step  of  the  way.  For  an  even  closer  look,  call  us  today. 

a 

/\ 

Wake  Radiology 


Hospital  Locations:  Franklin  Regional  Medical  Center  (919)  496-5131  •  Wake  Med  (919)  350-8511  •  Western  Wake  Med  (919)  233-2412 
Maria  Parham  Hospital  (252)  436-1145  •  Good  Hope  Hospital  (910)  897-641 1  •  Johnston  Memorial  (919)  934-8171 

WakB  Radiology  Imaging  Center  Locations:  Nortti  Hills  (919)  787-7411  •  West  Raleigh  (919)  781-6707 
North  Raleigh  (919)  676-7575  •  Cary  (919)  233-5338  •  Garner  (919)  662-9500  •  Chapel  Hill  Village  Radiology  (919)  942-3196 

Wake  Radiology  Oncology  Services  (919)  854-4588  •  Raleigh  MRI  Center  (919)  782-7666  •  Open  MR!  (919)  942-5700 
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Running  the  Numbers 

A  Periodic  Report  to  Nortli  Carolina  Pliysicians  and  Tlieir  Patients 
About  Current  Topics  in  Healttt  Statistics 

Paul  A.  Buescher,  PhD,  Editor 

-f 


Monitoring  Maternal  and  Infant  Health  Risks 


The  Pregnancy  Risk  Assessment  Monitoring  System  (PRAMS),  an  ongoing  maii/teieplione  survey  of  women  who  have 
recently  given  birth,  collects  information  that  will  help  improve  the  health  of  mothers  and  babies  in  North  Carolina. 
Sponsored  by  the  Centers  for  Disease  Control  and  Prevention  (CDC),  PRAMS  is  managed  in  North  Carolina  by  the  State  Center 
for  Health  Statistics. 

PRAMS  surveys  such  topics  as  prenatal  care,  infant  sleep  position,  infant  safety,  alcohol  and  tobacco  use,  nutrition,  social 
support,  stress,  attitudes  about  pregnancy,  domestic  violence,  intendedness  of  pregnancy,  use  of  birth  control,  knowledge 
and  use  of  folic  acid,  breastfeeding,  and  family  income.  Much  of  this  information  is  not  available  through  birth  certificates 
or  other  existing  data  sources. 

Each  month,  approximately  200  women  who  have  recently  given  birth  are  selected  at  random  from  birth  certificates.  We 
send  up  to  three  mailed  surveys  (English  and  Spanish),  and  then  try  to  contact  bytelephone  the  women  who  did  not  respond 
by  mail.  Approximately  1,800  surveys  are  completed  each  year,  for  a  completion  rate  of  75%.  Low-weight  births  are 
oversampled  to  permit  analysis  of  risk  factors  for  these  outcomes,  and  the  data  are  weighted  to  produce  estimates  for  all 
North  Carolina  live  births  in  the  year.  All  personal  identifiers  are  kept  strictly  confidential.  With  this  relatively  small  sample 
size,  it  is  not  feasible  to  generate  estimates  from  PRAMS  for  counties  or  other  small  geographic  areas. 

The  information  collected  by  PRAMS  is  self-reported  by  the  mothers  and  thus  has  some  limitations.  Selected  results  for  the 
1998  respondents  (latest  available  data)  follow: 

Mother  did  not  take  folic  acid  every  day  before  pregnancy  76% 

Usual  sleeping  position  for  baby  was  on  stomach  or  side  54% 

Pregnancy  was  unintended  47% 

Mother  did  not  breastfeed  at  all  38% 

Annual  family  income  was  less  than  $14,000  29% 

Moderate  or  serious  postpartum  depression  was  reported  21% 

Mother  smoked  during  last  three  months  of  pregnancy  16% 

Mother  reported  physical  abuse  before  and/or  during  pregnancy  9% 

More  detailed  response  categories  for  each  of  these  questions  are  available,  and  the  data  can  be  tabulated  by  age,  race,  or 
other  characteristics  reported  on  the  survey.  ^ 

A  cooperative  agreement  with  CDC  provides  most  of  the  funding  for  PRAMS,  though  it  is  expected  that  the  state's  share  of 
funding  will  increase  over  time.  Other  partners  in  North  Carolina  include  the  March  of  Dimes,  Academy  of  Family  Physicians, 
First  Step  Campaign,  Healthy  Start  Foundation,  Division  of  Medical  Assistance,  Women's  and  Children's  Health  Section,  Office 
of  Minority  Health,  and  the  University  of  North  Carolina  School  of  Public  Health.  There  are  PRAMS  projects  in  20  other  states. 

For  more  information  about  PRAMS  in  North  Carolina,  contact  Judith  Devine,  PRAMS  Project  Coordinator,  at  (919)  715-4572 
orjudith.devine@ncmail.net.   Also,  visit  our  PRAMS  web  page  at  www.schs.state.nc.us/SCHS/about/programs/prams.html. 

From  the  State  Center  for  Health  Statistics 

www.schs.state.nc.us/SCHS 

North  Carolina  Department  of  Health  and  Human  Sen/ices 
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NAMES      AND      FACES      OF      MEDICINE 


A  Completely  Efficient  Life 

Francis  Henry  Williams,  MD,  Pioneer  Radiologist 


Edward  C.  Halperin,  MD 


Francis  Henry  Williams  was  an  American  pioneer  of  clinical 
radiology.  He  was  bom  in  Oxbridge.  Massachusetts  on  April 
15,  1852.  the  son  of  Henry  Williard  Williams,  an  ophthal- 
mologist, and  Elizabeth  Dewe  Williams.  In  1873,  Francis 
earned  a  degree  in  chemistry  from  the  Massachusetts  Insti- 
tute of  Technology  (MIT).  He  spent  the  following  year  on 


the  bedside.  In  1 892  he  initiated  bacterial  examinations  at  the 
Boston  City  Hospital,  and  in  1894  he  became  the  first  in 
Boston  to  treat  diphtheria  with  anti-toxin  (Figure  1  ).- 

His  scientific  training  had  him  prepared  when,  in  Janu- 
ary of  1966.  the  Boston  Globe  reported  Roentgen's  discovery 
of  the  x-ray.  Because  of  his  strong  interest  in  technology  and 
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Figure  1 .  The  main  facade  of  the  Boston  City  Hospital  circa  1 906  [From  A  History  of  the  Boston  City  Hospital,  edited  by  a  committee 
of  the  hospital  staff,  Boston:  Municipal  Printing  Office,  1 906,  frontispiece.] 


a  world  tour  that  included  a  visit  to  Japan  as  a  member  of  the 
astronomy  team  of  the  United  States  Transit  of  Venus 
Expedition.  Returning  to  studies  in  Boston.  Williams  re- 
ceived an  MD  degree  from  Harvard  in  1877.  He  continued 
his  medical  studies  over  the  next  two  years,  in  Vienna  and 
Paris,  returning  to  Boston  in  1879  to  launch  what  was  to 
become  a  distinguished  medical  career.'"'  Williams  was  one 
of  the  first  physicians  in  Boston  to  teach  medical  students  at 


Dr.  Halperin  chairs  the  Department  of  Radiation  Oncology  at 
Dul<e  University  Medical  Center.  He  Is  also  the  Journal's  Deputy 
Editor.  Correspondence:  Box 3085,  DUMC,  Durham,  NC  27710. 
Tel.  91 9/660-21 1 5;  email:  halperin®  radonc.duke.edu 


many  continuing  contacts  at  MIT,  Williams  had  access  to 
the  Institute's  Rogers  Laboratory  of  Physics  where  Roentgen"  s 
experiments  were  promptly  reproduced.  Williams 
fluoroscoped  his  first  patient  at  the  Rogers  Laboratory  and 
used  x-rays  to  study  pulmonary  tuberculosis  and  other  tho- 
racic lesions  within  a  few  weeks  of  Roentgen's  discovery.-"' 
Williams'  first  published  x-ray  picture  appeared  in  the  Boston 
Medical  &  SiirgicalJournal  ( now  the  New  England  Journal  of 
Medicine)  on  February  20,  1896.  Williams  deinonstrated  the 
value  of  fluoroscopy  before  the  Suffolk  County  District 
Medical  Society  in  an  auditorium  at  MIT  on  April  25.  1896.' 
Williams  frequently  worked  in  collaboration  with  his  wife's 
brother-in-law,  William  Rollins.  MD.  DDS  (1852-1929). 
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Figure  2.  Williams'  illustration 
of  the  Rollins  box  and  the 
"formation  of  the  cathode 
stream  and  x-rays.  The 
cathode  stream  is  repre- 
sented by  dotted  lines,  the  x- 
rays  by  unbrol<en  lines."  The 
rays  are  stopped  by  the  white 
lead  lining  (LL)  except  at  the 
escape  hole  in  the  revolving 
diaphragm  (RD)  plate.  [From 
WilliamsFH.  TheRoentgen 
Rays  in  Medicine  and  Surgery, 
NY:  MacMillan  Company, 
1902,  p.  38] 


Figure  3.  Williams  demon- 
strates a  method  of  drawing 
the  outlines  of  intrathoracic 
structures  on  a  patient's  skin 
while  looking  through  a 
fluoroscope.  The  "Rollins 
box"  on  the  floor  contains 
the  x-ray  tube.  A  meticulous 
writer,  Williams  took  pains  to 
point  out  to  his  readers  that 
"the  fluoroscope  is  held 
farther  away  from  the  patient 
than  is  necessary  in  practice, 
in  order  that  the  pencil  which 
is  under  it  may  be  shown  in 
the  picture.  The  observer 
usually  stands  on  the 
patient's  right,  but  in  order  to 
show  the  method  of 
examination  better  he  is  seen 
standing  on  the  patient's  left. 
The  diaphragm  which  is 
placed  under  the  patient's 
chest  in  order  to  obtain  a 
better  definition  of  the 
outlines  does  not  show  in 
thiscut. "[From Williams.  FH. 
The  x-ray  department  at  the 
Boston  City  Hospital  in  A 
l-listoryofthe  Boston  City 
Hosp/fa/,  edited  by  a 
committee  of  the  hospital 
staff,  Boston:  Municipal 
Printing  Office,  1 906,  p.  323.] 
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Rollins,  a  practicing  dentist,  was  a  gifted 
inventor.  Williams  and  Rollins  devel- 
oped the  "Rollins  box."  an  x-ray  tube  in 
a  wooden  box  lined  with  white  lead.  An 
opening  in  the  box  allowed  a  diagnostic 
beam  of  x-rays  to  escape.  This  im- 
proved x-ray  shielding  led  Williams  to 
point  out  the  importance  of  avoiding 
"the  very  serious  results  that  follow  the 
use  of  x-rays  at  many  other  places  [and 
which]  involve  the  risk  of  finger,  hands, 
arms,  or  even  life  itself."  He  noted  the 
safety  that  could  be  achieved  by  "the  use 
of  simple  and  efficient  means  of  protec- 
tion which  has  been  employed  and 
advocated  at  [the  Boston  City  Hospi- 
tal]" (Figure  2)." 

Williams  invented  the  fluorom- 
eter.  a  device  that  compared  the  quan- 
tity and  penetrance  of  x-rays  issuing 
from  a  tube  to  those  from  a  radium 
sample.  His  fluorometer.  Williams 
wrote,  allowed  the  "amount  and  kind  of 
x-rays  desired  [to  be]  measured  and 
applied,  and  therefore  a  definite  dosage 
can  be  used  of  the  kinds  of  rays  adapted 
to  this  special  patient.  The  value  of  the 
fluorometer  is  evident  also  for  photo- 
graphic work,  as  [at]  the  time  of  expo- 
sure any  thickness  of  tissue  can  be  more 
accurately  determined  when  the  amount 
and  kind  of  light  given  out  by  the  tube  employed  is  known."'' 
Williams  and  Rollins  also  developed  the  "see-hear"  device, 
a  fluorescent  screen  combined  with  a  rubber  diaphragm 
connected  to  a  stethoscope.  The  device  allowed  simulta- 
neous evaluation  of  intrathoracic  sights  and  sounds. 

Williams  also  collaborated  with  his  brother.  Charles 
Herbert  Williams,  an  ophthalmologist,  on  an  x-ray  method 
of  localizing  foreign  bodies  in  the  eyes.  And  he  worked  with 
Dr.  Walter  Bradford  Cannon  (1871-1945)  to  evaluate  the 
status  of  the  gastrointestinal  tract  by  administering  subnitrate 
of  bismuth  to  outline  the  gastrointestinal  tract  on  a  fluores- 
cent screen.  Williams  and  Cannon  began  their  radio-opaque 
gastrointestinal  studies  in  humans  in  1899.  Williams  also 
was  able  to  perform  gastrointestinal  studies  by  inflating  the 
intestine  with  air.'-''' 

WilUams  worked  under  difficult  conditions  at  the  Bos- 
ton City  Hospital.  In  order  to  keep  his  static  machines  di^ 
he  had  to  keep  them  warm.  As  a  result,  in  certain  seasons  the 
temperature  of  the  x-ray  department  ranged  between  95  and 
100°  F.*  Because  of  his  particular  interest  in  thoracic  radiol- 
ogy, he  was  among  the  first  to  describe  the  x-ray  evaluation 
of  pneumonia,  cardiac  size  and  movement,  aneurysms, 
tuberculosis,  pericardial  effusion,  cardiac  hypertrophy,  car- 


Figures  4a  and  4b.  A  70-year-old  man  with  a  histologically  proven  "rodent  ulcer" 
(probably  a  basal  cell  carcinoma)  of  fifteen  years  duration  received  36  fractions  of 
radiation  therapy  over6weeks.  [From  Williams,  FH.  The  Roentgen  Rays  in  Medicine  and 
Surgery.  NY:  MacMillan  Company,  1 902,  pp.  440-441 . 

diac  transposition,  emphysema,  pleurisy  with  effusion,  pneu- 
mothorax, and  hydrothorax  (Figure  3). 

Williams  also  made  early  observations  about  radiation 
therapy.  He  was  among  the  first  physicians  in  the  United 
States  to  use  radium  therapeutically  (Rollins  had  sent  him  a 
capsule  containing  a  weak  source  of  radium  chloride  with  a 
suggestion  that  it  might  be  useful).  In  1903  Williams  traveled 
to  Europe  and  met  with  the  famed  French  radiology  pioneer 
Antoine  Beclere  (1856-1939)  who  was  a  great  admirer  of  his. 
Beclere  interrupted  his  summer  vacation  to  visit  with  Will- 
iams and  share  information  about  the  therapeutic  uses  of 
radium.'  Williams  brought  100  mg  of  radium  bromide  back 
with  him  and  used  it  at  the  Boston  City  Hospital  to  treat  a 
variety  of  benign  and  malignant  diseases  (Figure  4).^ " 

Williams  was  a  frequent  contributor  to  the  medical 
literature.  In  1901.  he  published  his  textbook  entitled  The 
Roentgen  Rays  in  Medicine  &  Surge ly.  as  an  A  id  in  Diagnosis 
and  as  a  Therapeutic  Agent.^  Three  editions  eventually  ap- 
peared, and  Beclere  personally  translated  the  book  into 
French.  In  1935  Williams  published  Radium  Treatment  of 
Skin  Diseases,  New  Growths.  Diseases  of  the  Eyes,  and  Tonsils. 
Williams,  who  died  in  1936,  was  recalled  by  his  contempo- 
raries as  a  man  of  "sedate  and  disnified  bearins  with  a  touch 
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of  diffidence  . . .  the  image  of  his  tall  figure,  moving  with  its 
graceful  strides  through  the  wards  of  the  Boston  City  Hos- 
pital or  the  wards  of  .  .  .  [the]  radiological  department  that 
he  loved  so  well,  makes  a  lasting  imprint  on  the  minds  of 
those  who  are  fortunate  to  have  been  contemporaries  of  his 
active  and  completely  efficient  life,  and  to  learn  much  from 
him,  both  by  precept  and  by  example."^ 
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Keeping  up  with  the  times,  we're 
enlarging  the  Journal's  communica- 
tions options  and  yours  as  well. 


The  North  Carolina  Medical  Journal 
is  going  on-line  all  the  way  in  2000. 
Since  1997,  our  web  page  has  of- 
fered internet  users  abstracts  of  all 
Journal  articles  (and  selected  full 
texts),  annual  archives,  guidelines 
for  manuscript  preparation  and 
advertising,  and  information  about 
the  Journal's  editorial  board  and 
staff  as  well  as  the  NC  Medical 
Society. 
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Correction:  In  the  article  on  bioterrorism  in  our  last 
issue  [Smith  CG,  Veenhuis  PD,  MacCormack  JN. 
Bioterrorism:  a  new  threat  with  psychological  and  social 
sequelae.  NC  Med  J2000;61  (3):1 50-63], ". . .  the  British 
supplied  smallpox-vaccine-contaminated  blankets  to 
their  Indian  enemies"  (p.  1 52)  should  read ". .  .the  British 
supplied  smallpox-virus-contaminated  blankets  to  their 
Indian  enemies." 
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Now  we  are  in  the  process  of  ex- 
panding our  web  site  into  a  full  on- 
line version  of  the  Journal.  Up- 
dated, enlarged,  and  redesigned, 
our  great  new  site  will  include  full 
downloadable  text  and  graphics  for 
all  articles  and  features  available  in 
the  print  version.  In  addition,  we 
are  working  on  a  complete  search- 
able archive  of  back  issues. 


Welcome  to  the  new  millenium. 
Keep  an  eye  on  us. 
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CASE      REPORT 


A  Woman  with  Anemia 
and  a  Failing  Liver 


Section  of  Gastroenterology 

Wake  Forest  University  School  of  Medicine 

SERIES  MODERATOR:  Walter  Roufail,  MD,  Clinical  Professor  of  Medicine 
PRESENTER:  Jeffrey  A.  Smith,  MD,  Gastroenterology  Fellow 
DISCUSSANT:  Dr.  Roufail 


Dr.  Smith:  A  49-year-old  woman  was  admitted  to  a  hospital  on  December  23"'  complaining  of  severe,  progressive 

weakness  for  4-6  weeks.  She  also  reported  recent,  mild,  left  lower  quadrant  abdominal  pain,  nausea, 
vomiting,  dark  stools,  and  headache.  She  had  a  multinodular  goiter  and   hypothyroidism,  for  which 
she  took  0.075  mg  of  thyroxine  daily.  She  had  had  a  total  abdominal  hysterectomy  with  bilateral 
salpingo-oophorectomy,  and  took  0.625  mg  of  conjugated  equine  estrogens  daily.  Other  medications 
consisted  of  bupropion,  150  mg  once  daily,  and  ibuprofen  as  needed.  She  smoked  cigarettes  and  had 
accumulated  90  pack-years  of  use.  She  denied  recent  alcohol  use,  but  had  a  history  of  daily,  heavy  use 
in  the  past.  She  had  never  used  intravenous  drugs.  Her  father  had  had  lung  cancer,  and  her  mother 
had  died  of  colon  cancer  at  age  78. 

Her  physical  exam  was  remarkable  only  for  a  temperature  of  99.8,  a  multinodular  goiter,  and  mild  left 
lower  quadrant  abdominal  tenderness.  Initial  laboratory  tests  showed  a  hemoglobin  of  5.9  g/dL 
(normal,  14.0-18.0),  mean  corpuscular  volume  (MCV)  87  fL  (80-94),  white  blood  cell  count  (WBC) 
of  8,500  X  1000  (4.8-10.8)  with  a  nonnal  differential  count,  and  a  platelet  count  of  159,000  x  1000 
(160-360).  Reticulocyte  count  was  2.1%  (normal,  0.5-2.5):  erythrocyte  folate  concentration,  >20  ng/ 
dL  (3.0-17.5);  and  serum  vitamin  B^,  concentration,  520  pg/mL  (210-705).  Her  total  serum  protein 
concentration  was  5.8  g/dL  (6.0-8.0);  albumin,  1.8  g/dL  (3.2-5.0);  calcium  7.7,  mg/dL  (8.5-10.5); 
total  bilirubin.  0.9  mg/dL  (0.1-1.2);  alkaline  phosphatase  (AP),  478  u/L  (30-110);  AST.  62  u/L  (5.0- 
35.0);  fen-itin,  990  ng/dL  (30-300);  iron,  18  pg/dL  (40-160);  total  iron  bindmg  capacity  (TIBC),  186 
|jg/dL  (230-500),  saturation  of  iron  binding  capacity,  9.7%  (20-50);  prothrombin  time  (PT),  14  (10.8- 
13.9);  partial  thromboplastin  time  (PTT),  29  sec  (<31).  Her  chest  x-ray,  urinalysis,  and  electrocardio- 
gram were  normal. 

Gastrointestinal  bleeding  was  postulated  as  the  cause  of  her  anemia  and  presenting  symptoms.  But 
colonoscopy  was  normal,  and  esophagogastroduodenoscopy  revealed  only  non-bleeding  erosions  in  a 
small  hiatal  hernia  and  punctate  hemorrhages  in  the  body  of  the  stomach.  Thereafter,  the  patient 
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Figure  1.  Initial  abdominal  CT  scan,  showing  enlarged  spleen  (an'ows). 

developed  constant  right  upper  quadrant  pain,  and  fevers  to  103°  F.  After  blood  transfusion  her 
hemoglobin  concentration  rose  to  normal  levels,  but  then  drifted  down  to  8.2  gm/dL.  Her  platelets 
dropped  to  62.000  x  1000.  AP  increased  to  580  u/L.  and  the  total  bilirubin  rose  to  4.2  mg/dL.  An 
abdominal  ultrasound  showed  small  gallbladder  polyps,  but  no  stones,  no  biliary  tract  dilatation,  and  a 
normal  liver,  spleen,  pancreas,  and  kidneys.  She  was  started  on  intravenous  cefotaxime.  On  December 
27th  she  was  transferred  to  a  second  medical  center  for  evaluation  of  her  presumed  gastrointestinal 
bleeding,  possible  cholecystitis/cholangitis,  and  worsening  thrombocytopenia. 

At  the  second  hospital,  he  serum  alkaline  phosphatase  was  609  u/L.  total  bilirubin  5.8  mg/dL,  AST 
83  u/L,  WBC  8.6  x  1000  with  73%  neutrophils.  6%  band  forms.  20%  lymphocytes,  and  1% 
monocytess.  Cefotaxime  was  discontinued  in  favor  of  intravenous  imipenem.  A  haptoglobin  screen 
was  positive.  Because  of  concern  about  possible  biliary  obstruction,  the  patient  underwent  endoscopic 
retrograde  cholangiopancreatography  (ERCP).  The  biliary  and  pancreatic  ducts  were  normal  except 
for  a  possible  filling  defect  in  the  distal  common  bile  duct.  A  computed  tomographic  (CT)  scan  of  the 
abdomen  demonstrated  fluid  around  the  right  hepatic  lobe,  a  small  right  pleural  effusion,  mild 
splenomegaly,  and  a  normal  liver  and  gallbladder.  An  abdominal  sonogram  revealed  a  small  (4x5  cm) 
collection  of  fluid  in  the  left  lower  quadrant,  but  was  otherwise  normal.  Because  of  persistent  fevers, 
worsening  jaundice  and  thrombocytopenia,  the  patient  was  transfeiTcd  to  our  care  on  December  28"^. 

On  our  review,  she  recalled  right  upper  quadrant  pain,  sweats  and  chills  for  several  weeks  that  had 
preceded  her  initial  hospitalization.  She  had  recently  noticed  dyspnea  on  exertion,  worsening  jaundice, 
and  a  mild  rash  on  her  left  groin  and  thigh.  On  physical  examination,  her  temperature  was  101.6°  F; 
she  had  jaundice,  decreased  breath  sounds  and  dullness  to  percussion  over  the  right  lower  thorax, 
diffuse  abdominal  tenderness  greater  in  the  upper  abdomen,  a  positive  Murphy's  sign,  and  bilateral  leg 
edema.  Her  hemoglobin  was  9.2g/dL;  WBC,  6.700  x  1000  with  81%  neutrophils.  10%  band  forms, 
and  6%  lymphcytes.  Total  and  direct  serum  bilirubin  were  1 1.6mg/dL  and  8.5  mg/dL.  respectively. 
Alkaline  phosphatase  was  412  u/L;  ALT.  28  u/L;  and  AST.  73  u/L.  Because  of  the  abnormal  liver 
function  tests  and  the  apparent  filling  defect  in  the  distal  common  bile  duct,  the  patient  ERCP  was 
repeated;  the  biliary  and  pancreatic  ducts  were  normal,  with  no  filling  defects. 
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Dr.Roufail:         This  long  and  complicated  case  challenged  the  diagnostic  acumen  of  physicians  at  three  hospitals.  I, 
foilunately,  have  the  advantage  of  a  retrospective  view  of  her  clinical  course  as  well  as  the  laboratory, 
imaging,  and  endoscopic  findings  up  to  this  point.  We  can  look  at  her  case  from  three  different 
aspects: 

Clinical  Course     This  woman  presented  with  6-8  weeks  of  relatively  constant  right  upper  quadrant  abdominal  pain, 

chills,  sweats  and  profound  weakness,  worse  over  the  past  4  weeks.  We  have  at  least  one  documented 
temperature  to  103°  F.  On  physical  examination,  there  was  generalized  abdominal  tenderness,  and  one 
observer  elicited  a  positive  Murphy's  sign  suggesting  gallbladder  disease  or  other  RUQ  abnormality. 
An  abdominal  CT  scan  done  in  the  second  hospital  suggests  mild  splenomegaly  and  a  small  right 
pleural  effusion  (Figure  1 ).  On  the  basis  of  her  clinical  course  alone,  I  would  categorize  the  case  as  one 
of  chronic  abdominal  pain  of  undetermined  origin  with  fever  of  undetermined  origin.  The  fact  that  she 
did  not  respond  to  two  potent,  broad-spectrum  antibiotics  argues  against  a  common  infection.  The 
patient's  history  does  not  suggest  immunodeficiency,  so  unusual  organisms  are  most  unlikely  to  have 
produced  this  kind  of  picture.  Sporadic  infections  with  cytomegalovirus,  heipes  simplex  or  Epstein- 
Ban'  viruses  would  be  unresponsive  to  the  given  antibiotics;  they  are  rare,  but  cannot  be  dismissed  on 
the  basis  of  the  clinical  course  alone.  A  few  other  possibilities  come  to  mind:  infiltrative  lesions  such  as 
sarcoidosis  or  lymphoma;  inflammatory  diseases,  particularly  Crohn's  disease;  or  collagen  vascular 
diseases.  Another  rare  entity,  Whipple's  disease,  should  have  responded  to  the  given  antibiotics,  but 
could  have  recuiTed  because  only  a  short  course  was  prescribed. 

Anemia  At  initial  presentation,  the  patient's  hemoglobin  was  5.9  g/dL,  and  anemia  certainly  explains  some  of 

her  symptoms.  Her  MCV  was  87  fL.  compatible  with  the  normocytic  anemia  of  bone  marrow 
suppression.  Her  WBC  and  platelet  counts  were  originally  normal,  but  she  subsequently  developed 
recurrent  and  significant  thrombocytopenia.  Her  WBC  remained  within  normal  limits. 
Her  anemia  prompted  a  search  for  gastrointestinal  bleeding.  This  was  definitely  appropriate,  particu- 
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Figure  2.  Percutaneous  liver  biopsy.  There  is  almost  complete  replacement  of  the  normal  liver  paren- 
chyma (arrow)  with  lymphocytes. 
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Figure  3.  Bone  manow  biopsy  stained  with  the  B-cell  marker  CD-20  immunoperoxidase  stain.  The 
dark  foci  represent  lymphoma  within  the  mairow. 

lai'ly  with  the  history  of  a  first  degree  relative  with  carcinoma  of  the  colon.  No  cancer  was  found  by 
colonoscopy  or  esophagogastroduodenoscopy.  The  positive  haptoglobin  screen  suggests  a  possible 
hemolytic  component.  The  normal  reticulocyte  count  (2.1%)  in  the  face  of  severe  anemia  could  be 
explained  by  recent  alcohol  abuse  (which  the  patient  denied)  progressive  cirrhosis  and  hypersplenism, 
or  an  infiltrative  process  in  the  bone  manow  resulting  in  reduced  hematpoiesis  and  platelet  formation. 
I  lean  towards  the  latter. 

Abnormal  Liver    From  the  beginning  of  her  illness  the  patient's  liver  function  tests  pointed  toward  an  obstructive  rather 
Finiction Tests       than  hepatocellular  pattern.  The  progressive  rise  in  bilirubin  (mostly  direct  reacting)  and  alkaline 
phosphatase,  with  normal  or  only  slightly  elevated  transaminases,  points  to  a  rapidly  progressive, 
obstructive  process.  However,  two  ERCPS  failed  to  reveal  any  extrahepatic  obstruction,  and  the  gall 
bladder  was  normal  by  ultrasound.  This  leaves  us  with  the  broad  diagnosis  of  intrahepatic  cholestasis. 
None  of  the  drugs  she  had  been  taking  could  be  implicated  in  this  picture.  I  am  sure  that  Dr.  Smith 
ordered  other  laboratory  tests  to  rule  out  other  etiologies  such  as  primaiy  liver  disease  and  progressive 
ciiThosis. 

Dr.  Smith:  Further  laboratoiy  tests  included  serum  levels  of  hepatitis  B  and  C  antibodies;  anti-smooth  muscle 

antibody,  and  anti-nucleai-  antibody  to  evaluate  for  auto-immune  hepatitis:  human  immunodeficiency 
virus  antibody;  serum  ceruloplasmin  to  evaluate  for  Wilson's  disease;  and  anti-mitochondrial  antibody 
to  evaluate  for  primary  biliary  cin-hosis.  All  of  these  tests  were  negative  or  within  nomial  limits. 


Dr.Roufail: 


In  view  of  all  the  data  given  to  this  point.  1  do  not  believe  the  patient  is  suffering  from  active  cirrhosis 
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with  hypersplenism.  The  clinical  picture,  particularly  the  daily  fever  and  night  sweats,  the  complex 
anemia  and  thrombocytopenia,  as  well  as  the  cholestatic  picture  of  her  liver  tests  would  suggest  to  me 
an  infiltrative  process  involving  both  the  liver  and  the  bone  marrow.  A  lymphomatous  process  would 
be  my  first  choice.  Sarcoidosis  or  carcinomatosis  from  an  unknown  primary  site  would  be  a  distant 
second  or  third  choice.  I  would  recommend  a  liver  biopsy  or  bone  marrow  biopsy  (or  both)  at  this 
time. 

Dr.  Smith:  Gastroenterology  and  Hematology  consultants  recommended  liver  and  bone  marrow  biopsies.  The 

pathology  specimens  revealed  non-Hodgkin's  lymphoma,  large  cell  type,  B-cell  phenotype,  involving 
the  liver  (Figure  2)  and  bone  marrow  (Figure  3).  Chest,  abdominal,  and  pelvic  CT  scanning  showed 
no  other  obvious  lymphomatous  involvement.  The  patient  was  started  on  VP-16  and  vincristine. 
Unfortunately,  her  condition  rapidly  deteriorated  and  she  died  on  January  1  ^^ 


CLINICAL 
DIAGNOSIS: 


Lymphomatous  infiltration  of  liver  and  bone  marrow. 


FINAL 

PATHOLOGIC 

DIAGNOSIS:       Large  cell  non-Hodgkin's  lymphoma,  B-cell  phenotype. 
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MODERN       MEDICINE 


Where  We  Stand  with  Treating  Dementia 


Luis  Amador,  MD,  and  Kandaswamy  Jayaraj,  MD 


Dementia  is  an  acquired  cognitive  deficit  that  profoundly 
interferes  with  personal,  social  and  occupational  functioning. 
It  is  a  pervasive  condition,  devastating  to  both  victims  and 
their  families.  There  are  many  causes  of  dementia,  and  in  rare 
instances  it  can  be  reversed  with  treatment,  but  most  of  the 
time  it  is  progressive  and  irreversible.' 

Dementia  represents  a  large  and  growing  economic 
burden  for  society.  At  least  four  million  Americans  are 
affected  with  the  most  common  form  of  dementia,  Alzheimer"  s 
disease  (AD).  By  age  60,  about  1%  of  the  population  has  AD, 
and  the  prevalence  doubles  every  five  years  thereafter.-'  Even 
these  figures  underestimate  the  tme  prevalence  because  in  its 
earliest  stages  AD  does  not  cause  enough  functional  impair- 
ment to  prompt  diagnosis.  The  costs  of  AD  are  considerable 
(over  $110  billion  a  year*');  taking  into  account  that  the 
American  population  is  aging,  AD  will  have  an  even  greater 
impact  on  the  national  health  care  in  the  near  future. 

In  addition  to  the  social  and  economic  problems  it 
produces,  the  cognitive  impairment  of  dementia  affects 
patients'  ability  to  perform  activities  of  daily  living  (ADLs), 
thereby  impairing  quality  of  life  of  the  patients  and  their 
families.  Dementia  interferes  with  performance  of  both  basic 
ADLs  (walking,  bathing,  feeding,  toileting,  dressing,  and 
transfer)  and  instrumental  ADLs  (  using  the  telephone, 
shopping,  driving,  taking  medication,  and  managing  fi- 
nances). AD  is  a  progressive  disease,  and  can  range  from  a 
subtle  cognitive  deficit  to  a  completely  dependent  and  bed- 
ridden state.  Death  usually  follows  aspiration  secondary  to 
impaired  swallowing  at  seven  to  ten  years  after  initial  diagno- 
sis. 

The  severity  of  dementia  correlates  with  loss  of  inability 
to  perform  the  ADLs.  In  the  early  stages  dementia  is 
associated  with  mild  impaiiTnent  in  instrumental  ADLs;  as 
the  disease  progresses,  basic  ADLs  become  impaired.  The 
progressive  nature  of  functional  and  cognitive  loss  in  demen- 
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tia  means  that  a  single  test  such  as  the  Mini-Mental  State 
Examination  cannot  reliably  be  used  to  judge  disease  severity. 
On  the  other  hand,  cognitive  tests  are  useful  for  screening 
and  following  patients  with  cognitive  impairment. 

Alzheimer's  disease  can  be  classified  as  mild,  moderate, 
severe,  and  terminal/end-stage.  Patients  with  mild  disease 
usually  have  minimal  deficits  in  instrumental  ADLs  such  as 
finance  management.  In  those  with  moderate  AD.  both 
instrumental  and  basic  ADLs  are  affected.  Finally,  in  severe 
and  end-stage  AD,  the  patient  cannot  transfer  from  bed  to 
chair  and  has  swallowing  impairment.  There  is  no  evidence 
that  parenteral  nutrition  improves  survival  or  quality  of  life. 


Diagnosis 

Dementia  is  a  clinical  diagnosis.  Patients  should  have  a 
thorough  review  of  their  medical  histoiy,  a  careful  physical 
and  mental  status  examination,  and  some  additional  ancillary 
testing  (blood  tests  and,  on  occasion,  brain  imaging).  The 
history  should  be  obtained  from  both  patient  and  the  family 
or  caregiver.  Conditions  that  mimic  dementia  such  as  de- 
lirium and  depression  should  be  excluded  because  their 
treatment  is  different  (see  Table  1).  Delirium  is  an  acute 
condition,  common  in  the  hospitalized.  It  differs  from 
dementia  in  its  sudden  onset  (symptoms  usually  evolve  over 
hours  to  days)  and  the  presence  of  a  precipitating  event. 
Delirium  is  characterized  by  the  presence  of  clouded  concen- 
tration with  reduced  ability  to  focus,  sustain,  or  shift  the 
attention,  and  fluctuating  consciousness.  Drug  intoxication 
can  cause  delirium,  so  all  medications  and  their  doses, 
including  over-the-counter  medications,  should  be  reviewed. 
Common  medications  causing  cognitive  impairment  in  the 
elderly  include  analgesics,  anticholinergics,  antihypertensives, 
psychotropics,  and  sedative-hypnotic  agents. 

The  cost  effectiveness  of  laboratory  testing  has  not  been 
well  studied,  but  testing  to  find  some  treatable  causes  of 
dementia  (Table  2)  seems  reasonable.  These  tests  include  a 
complete  blood  count  ( looking  for  anemia  or  macrocytosis  as 
a  sign  of  vitamin  B,,  deficiency  or  hypothyroidism),  blood- 
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Table  1 .  Common  causes  of  dementia 

Degenerative  disorders 
Alzheimer's  disease 

Frontotemporal  dementia  (Pick's  disease) 
Lewy  body  dementia 

Vascular  dementia 

Binswanger's  disease  (white  matter  infarcts) 
Strategic  infarct  (occlusion  of  thalamoperforant 

arteries) 
Multiple  large  vessel  occlusion 
Mixed  vascular  (large  and  small  vessel) 

Metabolic  disorders 

Hepatic  encephalopathy 

Endocrine  disturbance  (especially  hypothyroidism) 

Porphyria 

Vitamin  deficiency  states  (especially  vitamin  B1 2) 

Uremic  encephalophaty 

Toxic  conditions 
Medications 
Alcohol 
Heavy  metal  intoxication 

Other causes 

Normal  pressure  hydrocephalus 
Central  nervous  system  infection 
Neoplastic  and  paraneoplastic  disorder 
Traumatic  dementia 
Myelin  disorder 
Inflammatory  disorder 


Table  2.  Laboratory  and  Imaging  evaluation 
of  dementia 

Screening  labs 

Complete  blood  count 
Blood  chemistry  panel 
Thyroid  function  tests 
Vitamin  812  level 
VDRjRPR 

Other  labs  (depending  on  history  and  physical  exam- 
ination findings) 

HIVserology 

Lead  levels 

CSFanalysis 

CT  scan  of  head  (for  the  following  indications) 

Rapidly  progressive  cognitive  decline  (over1-2mos.) 

Duration  of  symptoms  <2  years 

Age<60 

Unexplained  neurological  symptoms  orsigns 

History  of  cancer 

Head  trauma 

Anticoagulation 

Gait  disturbance 

Unusual  or  atypical  cognitive  impairment 

Genetic  testing 

Rarely  necessary;  presently  used  for  research  purposes 


chemistry  panel  (looking  for  electrolyte  imbalances  such  as 
hypo-  and  hypernatremia,  hypercalcemia,  uremia,  and  hy- 
poglycemia), thyroid  function  tests  (because  hypothyroidism 
may  resemble  dementia),  measurement  of  vitamin  B,,  level 
(deficiency  may  seriously  impair  mentation),  and  screening 
for  inflammatory  and  infectious  brain  diseases  such  as  neu- 
rosyphilis."-' Depending  on  findings  from  the  history  and 
physical  exam,  additional  tests  may  be  required.  Genetic 
testing  (for  example,  of  lipoprotein  Apo-E  genotype)  is 
controversial,  poses  complex  ethical  problems,'*''  and  has  not 
been  proven  to  be  helpful  except  in  some  cases  of  pre-senile 
(<65  years  old)  dementia.  Special  tests  (screening  for  human 
immunodeficiency  virus  infection,  cerebrospinal  fluid  analy- 
sis, electroencephalogram,  or  sleep  studies)  are  indicated 
only  in  special  cases.  Radiographic  brain  imaging  and  neu- 
ropsychological testing  are  occasionally  necessary.  Neurop- 
sychological testing  may  be  helpful  when  history  and  other 
studies  are  inconclusive. 

Computed  tomographic  (CT)  or  magnetic  resonance 
imaging  of  the  brain  is  useful  in  patients  who  have  had  rapid 
cognitive  decline  (over  the  course  of  1-2  months),  or  have 
had  symptoms  for  less  than  two  years  (see  table  2  for  more 
indications).'"  Diagnosis  of  dementia  often  requires  more 
than  one  office  visit;  continued  follow-up  and  reevaluation 
will  provide  valuable  information  regarding  the  disease  pro- 
cess. 


Managing  the  Demented  Patient 

Once  diagnosis  is  established,  it  is  essential  to  target  the 
treatment  toward  preventing  further  deterioration.  Manage- 
ment should  address  the  following  four  issues;  ( 1 )  identifica- 
tion and  treatment  by  etiology;  (2)  treatment  of  coexisting  or 
exacerbating  illnesses;  (3)  treatment  of  behavioral  problems 
and  cognitive  dysfunction;  and  (4)  management  of  caregiver 
burden  if  possible.  The  goals  of  treatment  are  to  improve  or 
preserve  the  quality  of  life  of  the  patient  and  the  family  or 
caregiver,  to  improve  behavioral  problems  and  capacity  to 
perfomi  the  ADLs,  and  to  slow  the  progression  of  the 
disease. 

Alzheimer's  disease:  AD  accounts  for  more  than  half  the 
cases  of  dementia  in  the  elderly.'  This  degenerative  brain 
disorder  produces  gradual  deterioration  in  mental  function. 
Predisposing  factors  include  a  family  history  of  the  disease, 
aging,  estrogen  deficiency,  prior  head  injury,  and  the  pres- 
ence of  the  lipoprotein  ApoE-4  allele.  Biochemically,  AD  is 
characterized  by  a  loss  of  presynaptic  cholinergic  function  in 
the  brain,  paiticularly  in  the  nucleus  basalis  ""  The  brain  in 
AD  accumulates  abnormal  beta  amyloid  protein,  which 
fornis  characteristic  histopathological  lesions  called  senile 
plaques  and  neurofibrillary  tangles.  The  CT  scan  shows  a  loss 
of  brain  volume  with  widening  of  the  sulci. 
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Soon  after  AD  is  diagnosed,  tiie  doctor  should  have  a 
detailed  discussion  with  patient  and  family,  to  explain  the 
diagnosis,  the  likelihood  of  progression,  and  the  manage- 
ment plan.  Social  workers  and  support  groups  can  help  in  the 
educational  process.  If  not  already  available,  a  signed  advance 
directive  or  a  durable  power  of  attorney  should  be  obtained. 
Preventive  measures  should  include  assessment  of  driving 
skill  and  judgment.  Some  patients  may  need  a  formal  com- 
petency evaluation  and  assessment  of  judgment  by  a  psychia- 
trist. 

Unfortunately,  only  few  medications  are  available  for  the 
treatment  of  AD  and  their  therapeutic  value  is  limited.  The 
Food  and  Drug  Administration  has  approved  the  acetylcho- 
linesterase inhibitors:  donepezil  (Aricept)  and  tacrine 
(Cognex)  for  use  in  patients  with  established,  mild-to- 
moderate  AD.  AD  is  associated  with  depletion  of  brain 
acetycholine,  and  these  drugs  increase  acetylcholine  and 
cholinergic  activity  by  blocking  the  acetylcholinesterase  en- 
zyme. One  24-week  randomized,  double  blind,  placebo- 
controlled  study  showed  that  donezepil  produced  a  statisti- 
cally significant  improvement  in  cognitive  and  functional 
scores  compared  to  placebo.  Donepezil  treatment  led  to 
improved  scores  on  both  the  Alzheimer's  Disease  Assess- 
ment Scale  (which  assesses  cognition)  and  the  Clinician's 
Interview  Base  Assessment  of  Change-Plus  scale  (which 
assesses  information  reported  by  caregivers).'"*  Patients  were 
randomly  assigned  to  treatment  with  placebo,  5mg/d,  or 
lOnig/d  of  donepezil.  The  lOmg  dose  produced  marginally 
better  results  but  had  more  dropouts  because  of  side  effects. 
At  the  end  of  6  weeks  there  was  no  significant  difference 
between  the  groups,  but  there  was  at  12,18,  and  24  weeks. 
Donepezil  is  begun  at  5mg  daily  and,  if  tolerated  and  there 
is  a  response,  can  be  increased  to  lOmg/day.  The  initial 
response  can  take  as  long  as  6  weeks  in  some  cases,  but  if  the 
drug  is  effective,  cognitive  or  functional  response  should  been 
seen  within  three  months.  It  is  still  not  clear  how  long  to 
continue  treatment  in  those  who  do  respond:  some  physi- 
cians feel  that  a  mere  lack  of  deterioration  while  on  treatment 
is  enough  of  a  response  to  merit  continuation.  Donepezil  is 
safer  than  tacrine  because  it  has  no  hepatotoxicity,  and  it  has 
a  longer  duration  of  action,  but  it  should  be  used  with  caution 
in  patients  with  history  of  bronchospasm,  bradycardia,  or 
seizure  disorder.  Common  side  effects  include  anorexia, 
nausea  and  diarrhea.  Rivastigmine,  a  new  cholinesterase 
inhibitor,  was  found  to  be  well  tolerated  and  effective  in  a 
European  study.'**  It  is  cuirently  being  studied  in  the  US. 

Antioxidants  (like  vitamin  E),  selegiline,  estrogen  and 
anti-intlammatory  agents  are  being  investigated  as  potential 
agents  to  slow  the  progression  of  AD.  A  number  of  other 
drugs  (Ginkgo  hiloba.  muscarinic  agonists,  antiamyloid  sub- 
stances, and  methanesulfonyl  fluoride)  have  been  proposed 
as  treatments,  but  we  need  more  evidence  about  their  mode 
of  action  and  effectiveness  before  endorsing  their  use  in 
AD.'"" 


Vascular  dementia:  Ischemic,  hypoxic,  or  hemouhagic 
brain  damage  can  produce  sufficient  intellectual  decline  that 
the  patient  cannot  function  appropriately.  This  condition  is 
called  vascular  dementia,  and  its  diagnosis  is  suggested  by  a 
history  of  transient  or  established  focal  weakness,  dizziness, 
or  other  neurological  signs  suggesting  stroke.  Depending  on 
the  area(s)  of  the  brain  affected,  clinical  presentation  can  vary 
from  psychomotor  slowing  with  memory  loss,  executive 
dysfunction,  and  apathy  (Binswanger's  disease)  to  aphasia, 
amnesia,  apraxia,  and  agnosia  (multi-infarct  dementia).^  On 
occasion,  AD  and  vascular  dementia  coexist. 

A  number  of  factors  increase  the  risk  of  cerebrovascular 
disease  (Table  3).  Appropriate  intervention  may  lessen  these 
risks  and  prevent  further  deterioration  in  mental  function. 
Unless  there  are  contraindications,  patients  with  vascular 
dementia  should  be  treated  with  aspirin  to  forestall  further 
stroke. '^'^  Patients  who  cannot  tolerate,  or  are  unresponsive 
to,  aspirin  can  be  treated  with  ticlopidine  or  clopidogrel. 


Table  3.  Risk  factors  for  dementia  (and  treatments) 

Riskfactors 

Treatment 

Hypertension 

Antihypertensives 

Smoking 

Smoking  cessation 

Diabetes  mellitus 

Good  glycemlc  control 

Atrial  fibrillation 

Warfarin 

Recent  TIAorstroke 

Aspirin  or  other  as  Indicated 

Other  Dementias:  Frontotemporal,  Lewy  body  demen- 
tia, and  nomial-pressure  hydrocephalus-related  dementia 
differ  from  AD  in  their  clinical  manifestations.  Frontotem- 
poral dementia  (Pick's  disease)  initially  involves  the  anterior 
part  of  the  brain,  so  patients  usually  present  with  behavioral 
and  personality  change  rather  than  cognitive  decline.-''  These 
patients  can  be  difficult  to  treat  and  may  need  the  services  of 
a  neurologist,  psychiatrist,  or  geriatrician  skilled  in  treating 
dementia. 

Lewy  body  dementia  is  classified  by  some  authorities  as 
a  subtype  of  AD,  but  its  clinical  features  differ.  Patients 
suffering  from  Lewy  body  dementia  are  more  likely  to  have 
complex  visual  hallucinations,  auditory  hallucinations,  para- 
noid delusions,  falls,  and  extrapyramidal  signs.  These  pa- 
tients are  very  sensitive  to  neuroleptic  drugs  (haloperidol, 
thioridazine,  promazine  and  others)  and  are  at  high  risk  for 
morbidity  and  mortality  if  drugs  of  this  type  are  used.-'-- 

It  is  not  clear  how  normal-pressure  hydrocephalus  causes 
dementia,  but  it  usually  produces  a  triad  of  symptoms:  gait 
disorder,  urinary  incontinence,  and  cognitive  decline.  In 
most  cases,  gait  disorder  appears  first,  followed  by  urinary 
incontinence  and  then  cognitive  dysfunction.  Diagnosis  can 
be  confirmed  by  measuring  the  diffusion  of  radioisotope 
tracers  in  the  cerebrospinal  fluid,  and  by  the  Miller  Fisher  test 
(objective  gait  assessment  before  and  after  removal  of  ap 
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Table4.  Nonpharmacological 

measuresfordisruptivebehaviois 

Behavior 

Example 

Suggested  measures 

memory  disturbance 

losing  things, 
repetitive  questions 

posted  daily  activities,  clocks,  calendars,  caregiver 
education,  use  of  memory  aids 

agitation/restlessness 

irritable  behavior, 
pacing,  uncooperativeness 
with  care,  fidgeting 

relaxed,  friendly  approach;  simplified  environment; 
soft  music;  exercise;  avoidance  of  sensory  overload; 
diversion  of  patient's  attention 

wandering 

getting  lost 

fenced  yard,  locked  doors  and  windows,  identification 
bracelet,  informed  neighbors  and  family,  removal  of 
environmental  hazards 

reversal  of  day/night 
sleeping  patterns 

sleepy  during  day,  restless 
at  night;  awakens  often 
during  night 

daily  exposure  to  bright  sunlight;  accessible,  well-lit 
bathroom;  daily  exercise;  decreased  sleep  time; 
appropriate  clothing  day  and  night;  small  snack  at  sleep 
time;  fluids  restricted  before  sleep;  night  lights; 
undisturbed  sleep  at  night 

verbal  agitation 

yelling,  shouting 

redirection,  simplifying  tasks,  therapeutic  touch; 
relaxed  and  friendly  communication 

delusions 

belief  that  spouse  is  an 
imposter 

education  of  family  and  caregivers,  patience  and 
redirection 

physical  violence 

slapping,  hitting,  pushing, 

removal  of  potential  weapons,  distracting  attention 

proximately  30ml  of  spinal  fluid).  The  Miller  Fisher  test  is 
considered  positive  if  the  gait  improves  after  spinal  fluid  is 
removed.  A  ventriculoperitoneal  shunt  may  improve  the 
symptoms  or  at  least  arrest  their  progress. 


Treating  Symptoms  in  the  Demented  Patient 

Since  dementia  is  largely  a  disease  of  the  elderly,  affected 
patients  tend  to  have  multiple  co-existing  medical  problems, 
but  cognitively  impaired  patients  may  not  offer  complaints 
about  these  problems.  This  can  make  the  treatment  of 
dementia  a  challenge,  since  we  do  not  want  to  worsen  any 
coexisting  conditions. 

Dementia-related  symptoms  that  may  need  treatment 
include  urinary  or  fecal  incontinence,  sleep  disturbance, 
pressure  ulcers,  infections,  falls,  delirium,  malnutrition,  im- 
mobility, or  seizures.  These  conditions  are  treated  as  in  non- 
demented  patients,  but  with  specific  attention  to  possible 
medication-related  side  effects  (especially,  anticholinergic 
effects)  that  might  worsen  cognitive  function.  Any  decision 
to  treat  must  take  into  consideration  possible  advantage  and 
disadvantage,  predicted  life  span  of  the  patient,  quality  of  life, 
personal  wishes,  and  the  wishes  of  the  family. 

Behavioral  Problems:  The  first  step  in  treating  behav- 
ioral problems  is  to  identify  and  treat  any  medical  conditions 
(such  as  depression,  infection,  pain,  hunger,  or  constipation) 


that  might  be  triggering  the  problem  behavior.  If  there  is  no 
clear  precipitant,  non-pharmacological  treatments  are  the 
first  choice  in  the  management  (Table  4).  Drugs  (Table  5) 
may  be  necessary,  but  close  patient  follow-up  is  essential. 
Once  the  behavior  improves,  drug  doses  should  be  mini- 
mized to  avert  adverse  effects. 

Depression:  It  is  true  that  many  demented  patients  are 
depressed,  and  also  that  the  symptoms  of  depression  itself 
can  mimic  dementia  (so-called  "pseudo-dementia"  of  de- 
pression). The  clinician  must  always  be  alert  to  the  possibility 
of  depression,  especially  in  patients  with  atypical  manifesta- 
tions of  dementia  such  as  agitation,  weight  loss,  anxiety,  and 
resistance  to  care.  It  is  important  to  assess  the  risk  factors  of 
depression  such  as  personal  or  familial  history  of  depression, 
or  a  recent  adverse  event  (loss  of  a  family  member  or  friend 
or  change  in  environment)  -\  Diagnosis  can  be  challenging, 
especially  when  the  patient  has  communication  problems. 
Selective  serotonin  re-uptake  inhibitors  (SSRIs)  are  the 
medications  of  choice  in  elderly  patients  with  depression. 
They  are  effective  and  their  side  effect  profile  is  good  when  . 
compared  to  other  antidepressants.  As  usual  in  the  elderly, 
begin  with  a  low  dose  and  advance  slowly. 

Caregiver  Burden:  Caring  for  demented  patients  can  be 
highly  stressful  and  can  lead  to  significant  psychological  and 
physical  morbidity  in  caregivers.-''  Caregivers  play  an  impor- 
tant role  in  the  treatment  of  these  patients,  and  they  form  an 
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Table  5.  Drugs  used  to  treat  disruptive 

behaviors 

Drug  class 

Example 

Indications 

Side  effects 

neuroleptics 

Haloperidol 
(high  potency) 
Thioridazine 
(low  potency) 

psychotic 
symptoms 

low  potency;  sedation 
anticholinergic  effects; 
high  potency;  extrapyramidal 
effects 

benzodiazepine 

Oxazepam 

agitation,  anxiety, 
insomnia 

paradoxical  excitation, 
sedation,  ataxia,  falls, 
confusion 

SSRI 

Citalopram 
Fluoxetine 
Paroxetine 
Sertraline 

anhedonia,  crying  spells, 
change  in  eating  or 
sleeping  habits 

nausea,  weight  loss, 
diarrhea  (fewer  Gl  side 
effects  with  Citalopram) 

other  serotoninergic 

Buspirone 

agitation/anxiety 

dizziness,  headache. 

Trazodone 

agitation  especially 
at  night,  insomnia 

sedation;  gastrointestinal 
symptoms,  hypotension 

anticonvulsant 

Carbamazepine 

impulsivity,  aggression 

dizziness,  hepatotoxicity, 
leukopenia,  rashes 

essential  part  of  the  care  team.  Caregivers  may  feel  over- 
whelmed, depressed,  anxious,  fatigued,  or  angry.  They  should 
be  educated  about  the  availability  of  support  groups,  respite 
and  day  care.  Web  pages  like  http://www.alz.org  have  useful 
information  for  family  and  caregivers. 


Summary 

Our  aging  population  is  growing.  As  a  result,  dementia  is 
becoming  an  ever  more  prevalent  problem  -  with  devastating 
consequences  to  the  affected  persons  and  their  families.  In 
the  evaluation  of  the  demented  patient,  it  is  crucial  to  look  for 
and  exclude  conditions  such  as  depression  and  other  revers- 
ible causes  of  cognitive  impaimient  before  branding  the 
patient  with  a  diagnosis  of  dementia.  Drug  treatment  of  AD 
is  not  highly  successful,  although  the  Food  and  Drug  Ad- 
ministration has  approved  acetylcholinesterase  inhibitors  for 
the  treatment  of  mild  to  moderate  AD.  Present-day  treat- 
ment for  dementia  focuses  mainly  on  improving  or  preserv- 
ing the  quality  of  life  of  patients  and  their  families,  and  on 
treating  concomitant  psychosocial,  behavioral,  and  medical 
issues.  We  are  optimistic  that  new,  innovative  medications 
may  in  the  future  allow  us  to  treat  or  even  cure  Alzheimer's 
disease  and  other  progressive  dementing  disorders. 
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There's  No  Place  Like  Home 

The  Neonatal  Home  Management  Program, 
Carolinas  HealthCare  System 


Lori  Sellers,  RN,  BSN,  MichaelJ.  Davidson,  MD 


Every  year  in  the  United  States  more  than  300.000  babies  are 
bom  weighing  less  than  5.5  pounds.  These  low  biilhweight 
babies  are  America's  most  vulnerable  children.  Their  parents 
and  families  face  long  and  costly  hospitalization,  along  with 
the  medical  problems  that  often  accompany  premature  birth. 
The  result  is  high  anxiety  and  stress;  prolonged  separation  of 
parents  from  infant;  a  sudden,  unexpected  change  in  parenting 
roles;  and  great  expense. '  Few  families  have  the  money  or  the 
support  at  home  to  cope  with  caring  for  a  premature  infant. 
In  addition,  a  long  hospital  stay  and  the  behavioral  charac- 
teristics of  the  premature  infant  may  adversely  affect  the  day- 
to-day  functioning  of  the  family. - 

Carolinas  HealthCare  System  (CHS)  cares  for  nearly 
1000  low  birthweight  infants  a  year.  The  83  neonatal  beds  at 
Carolinas  Medical  Center,  Mercy  Hospital  South,  and  Uni- 
versity Hospital  provide  trained  neonatologists  and  nurses 
with  state-of-the-art  equipment.  Over  the  last  several  years,  it 
has  become  clear  that  even  this  high-level  care  does  not  offset 
the  negative  impact  of  long  hospitalization,  daily  visits  to  the 
hospital,  and  sibling  separation.  Still,  it  has  been  difficult  to 
discharge  infants  sooner  because  most  parents  lack  the  edu- 
cation, preparation,  and  support  needed  to  care  for  low 
birthweight  infants  at  home.  The  Neonatal  Home  Manage- 
ment Program  (NHMP)  was  conceived  to  address  these  short- 
comings. The  idea  was  that  with  early  involvement  families 
would  be  able  to  gain  the  knowledge  and  confidence  needed 
to  cai'e  for  their  babies  at  home.  Furthermore,  physicians, 
administrators,  managed  caie  organizations  and,  most  impor- 
tantly, the  families  of  involved  neonates  would  embrace  a 
program  that  could  improve  the  health  of  the  low  birthweight 
infant  while  simultaneously  decreasing  health  care  costs.  We 
describe  here  the  program  that  evolved. 


The  Neonatal  Home  Management  Program 

The  CHS  Neonatal  Home  Management  Committee  (Com- 
mittee) was  made  up  of  neonatologists,  neonatal  nurses, 
social  workers,  chaplains,  respiratory  therapists,  and  home 
health  care  nurses.  The  Committee  first  oudined  criteria  that 
would  identify  neonates  and  parents  capable  of  coping  with 
early  discharge.  These  included  the  following:  neonates  had 
to  weigh  less  than  5  pounds,  have  a  gestational  age  of  less 
than  36  weeks,  demonstrate  infrequent  apnea  and  bradycar- 
dia, be  able  to  maintain  body  temperature,  and  show  steady 
weight  gain;  parents  had  to  provide  an  "appropriate"  home 
environment,  and  be  motivated  and  willing  to  care  for  a  low 
birthweight  infant  at  home. 

The  Neonatal  Home  Management  Team.  One  barrier  to  early 
discharge  of  premature  infants  was  the  lack  of  specialized 
neonatal  home  care  nurses.  In  collaboration  with  a  home  care 
agency  (CaroUnas  Home  Care),  several  Neonatal  Intensive 
Care  Unit  nurses  were  selected  from  a  group  of  interested  and 
motivated  candidates.  To  become  a  member  of  the  neonatal 
home  management  team,  nurses  had  to  have  3-5  years  of 
experience  in  neonatal  nursing  and  excellent  communication 
and  leadership  skills.  Candidates,  selected  after  interview  by 
members  of  the  Committee,  completed  40  hours  of  special- 
ized classroom  and  in-home  training. 

The  trained  neonatal  home  management  nurses  visit  the 
family "  s  home  several  times  a  week  for  approximately  3  weeks 
after  the  neonate  is  discharged  (additional  visits  are  sched- 
uled if  needed).  At  each  visit  the  nurse  examines  and  weighs 
the  infant,  evaluates  its  feeding  status,  and  assesses  the  home 
environment.  The  nurse  also  assesses  the  family's  emotional 
status  and  provides  ongoing  teaching,  counseling,  and  sup- 
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Table .  Neonatal  Home  Management  Program  critical  quality  indicators 

1 .  Infant's  gestational  age  at  hospital  discharge 

2.  Infant's  hospital  discharge  weight 

3.  Infant's  daily  weight  gain  at  home 

4.  Continuing,  in-home  education  of  families  on  the  care  of  their  infants 

5.  Number  of  phone  calls  made  by  family  to  Neonatal  Home  Management  Nurse 

6.  Numberof  unscheduled  pediatrician  appointments 

7.  Numberof  Emergency  Department  visits 

8.  Infant  readmitted  within  31  days  of  discharge 

9.  Percent  "excellent"  ratings  on  Neonatal  Home  Management  satisfaction  survey 


port.  A  home  management  nurse  is  on  call  for  consultation 
24  hours  a  day.  This  facilitates  communication  with  families 
and  decreases  their  anxiety  and  sense  of  isolation.  The  home 
management  nurse  becomes  the  link  between  the  family,  the 
neonatologist,  and  the  pediatrician,  thus  enhancing  the 
continuity  of  care. 

Program  Implementation.  In  July  1998,  the  neonatal  home 
management  nurses  and  neonatologists  began  to  select  can- 
didates for  the  Program.  Once  both  the  attending  neonatolo- 
gist and  the  family  agreed,  an  individualized  plan  of  care  was 
developed  and  put  in  place.  The  family  learned  basic  infant 
care,  cardiopulmonary  resuscitation  techniques,  the  use  of  a 
cai"diorespiratory  monitor,  and  use  of  home  oxygen.  If  appro- 
priate, the  family  learned  to  give  medication  and  to  perform 
special  procedures  such  as  ostomy  care.  The  Neonatal  Home 
Management  Nurse  spent  as  much  time  teaching  as  needed 
to  achieve  family  comfort  and  confidence  in  performing  all 
tasks  independently.  Teaching  was  documented  on  an  indi- 
vidualized care  plan  that  accompanied  the  infant  home.  At 
home,  the  neonatal  home  management  nurse  reviewed  the 
care  plan  with  the  parents  and  provided  continuing  education 
and  instruction  as  needed. 


How  Has  the  Program  Done? 


The  Program  has  shown  real  performance  improvement 
based  on  critical  quality  indicators  (Table)  that  focus  on  the 
status  of  patient  and  family  in  hospital  and  at  home.  In  1997, 
before  the  Program  began,  low  birthweight  infants  were  kept 
at  Carolinas  Medical  Center  until  they  weighed  an  average  of 
5  pounds.  During  the  first  year  of  the  Program  there  has  been 


a  continuing  trend 
downward,  so  that  pa- 
tients are  now  dis- 
charged at  an  average 
weight  of  4  pounds  (Fig- 
ure 1).  In  1997,  the  av- 
erage gestational  age  at 
discharge  was  38  weeks; 
since  implementation  of 
the  Program,  infants  are 
discharged  at  34-35 
weeks  gestational  age.  a 
3.5-week  decrease  in 
hospitalization! 

The  ability  to  gain 
weight  at   home   was 
identified  as  a  critical 
indicator  of  the  health 
status   of  the   infant 
(Table).  Neonates  dis- 
charged on  the  Program  gained  an  average  of  46.5  grams/day 
at  home,  compared  to  an  average  of  30  grams/day  in  hospital 
(Figure  2),  a  55%  improvement. 

Since  July  of  1 998.  1 50  neonates  and  their  families  have 
been  enrolled  in  the  Program,  and  the  numbers  have  in- 
creased from  12  in  the  first  quarter  of  the  Program  to  30  in 
the  most  recent  quarter.  The  success  and  good  results  from 
the  Neonatal  Home  Management  Program  have  generated 
more  participants  than  anticipated  (100  patients  during  the 
first  year,  rather  than  the  projected  20). 

Hospital  readmission  serves  as  a  critical  quality  indica- 
tor. During  the  first  year  of  the  Program  (July  1 998  to  July 
1 999).  no  infant  required  readmission.  This  compares  favor- 
ably to  other  programs  like  ours,  which  report  readmission 
rates  of  4-9  %.'■*  During  the  first  6  months  of  the  second  year 
of  the  program,  we  enrolled  another  50  infants,  one  of  whom 
was  readmitted  for  "sociar"  reasons. 

The  impact  of  the  new  service  became  apparent  after 
only  a  few  families  had  been  enrolled.  A  satisfaction  survey 
showed  the  appreciation  of  parents  and  families.  Before  the 
Program  was  implemented,  90%  of  parents  rated  care  as 
"excellent":  after  the  Program  was  in  place,  this  rose  to  a 
consistent  97%.  Families  look  forward  to  the  visits  of  the 
neonatal  home  management  nurses,  and  rely  heavily  on  their 
expertise.  One  grateful  mother  described  her  experience  as 
follows: 

It  is  with  veiy  mixed  emotion  tluit  I  greet  this  day.  I  am 
elated  tluitM  will  lie  discharged  from  tlieprogramas  this  means 
she  is  well  and  strong.  I  am  grateful  as  I  realize  that  I  am  ?ww 
on  my  own.  Most  of  all  I  am  saddened  by  this  day  and  the  end 
ofyourvisits.  You  have  become  part  { in  fact  the  most  important 
part)  of  Maggie 's  and  my  life.  Your  visits  have  provided  me  with 
guidance,  suppoitandconfidence  in  my  ability  tobeamotherto 
my  daughter. . .  [Y]ou  have  providedprofessional  core  a}id  love! 
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Figure  1 .  Neonatal  Home  Management  Program  critical  indicator: 
average  weight  at  discliarge  (pounds) 


JUL-SEP1998 


JAN-MAR  1999 


Figure  2.  Neonatal  Home  Management  Program  critical  indica- 
tor: average  weight  gain  hospital  vs.  home  (grams/day) 

It  is  because  of  your  visits  that  M  has.  to  use  your  words, 
"blossomed from  a  seedling  into  a  lovely  flower.  "  Please  know 
how  gratefid  I  am  and  that  each  time  I  hold  and  comfort  my 
daughterfor  the  rest  of  her  life,  I  will  remember  and  honor  you. 
Other  indicators  of  positive  outcomes  include  dimin- 
ished emergency  department  visits  and  unscheduled  calls  on 
the  pediatrician.  The  "on  call"  availability  of  neonatal  home 
management  nurses  gives  families  access  to  advice  at  any 
time.  During  the  first  year,  three  emergency  visits  were 
avoided  because  the  family  got  appropriate  information  and 
support  from  a  Neonatal  Home  Management  Nurse.  Our 
pediatricians  believe  that  there  are  fewer  unscheduled  office 
visits  during  the  infant's  first  month  at  home. 


Financial  Outcomes 

The  Neonatal  Home  Management  Program  has 
allowed  us  to  discharge  infants  weighing  one  pound 
less  than  those  discharged  before  the  program  was 
begun.  Infants  hospitalized  at  Carolinas  Medical 
Center  gain  approximately  one  pound  every  16 
days  (Figure  2).  This  means  that  it  would  take 
more  than  two  weeks  for  hospitalized  infants  to 
achieve  the  weight  formerly  considered  suitable  for 
discharge.  Because  an  average  daily  charge  for 
neonates  is  $1665.00,  we  calculate  that  by  saving 
two  weeks  in  the  hospital,  the  program  has  saved 
over  two  million  dollars  in  charges. 


Conclusion 

Present  day  financial  constraints  mean  that  hospi- 
tals must  be  innovative  in  providing  high  quaUty 
but  cost-effective  care.  The  Neonatal  Home  Man- 
agement Program  has  allowed  low  birthweight 
infants  to  do  well  at  home  after  shorter  hospital 
stays.  The  families  of  these  neonates  have  enthu- 
siastically supported  the  program  and.  in  their  own 
way,  have  thrived  under  the  guidance  of  the  neona- 
tal home  management  nurses.  The  positive  out- 
comes for  the  neonates  and  the  high  degree  of 
parent  and  family  satisfaction  are  testaments  to  the 
accomplishment  of  our  mission:  to  provide  a  high 
quality  of  care  to  our  patients  and  our  community, 
and  to  be  mindful  of  costs.  Without  a  doubt,  the 
success  of  the  neonatal  home  management  team  - 
nurses,  neonatologists,  and  families  -  proves  the 
wisdom  of  the  old  adage:  there  really  is  "no  place 
like  home!" 
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Periconceptional  Folic  Acid  to  Prevent 
Neural  Tube  Defects 

Mohammad  Masud  Iqbal,  MD,  MPH,  MSPH,  DTM 


Neural  tube  defects  (NTDs)  are  among  the  most  common 
and  serious  of  birth  defects,  affecting  about  4000  pregnancies 
each  year  in  the  United  States.  US  women  who  have  had  one 
pregnancy  giving  rise  to  an  infant  or  fetus  with  an  NTD  have 
a  2-3%  risk  of  NTD  in  subsequent  pregnancies.' 

Thirty  years  ago,  it  was  suggested  that  the  incidence  of 
serious  fetal  malformations  could  be  reduced  if  mothers  used 
vitamins  during  pregnancy.  Subsequent  research  revealed 
that  folic  acid,  a  B  vitamin,  plays  a  crucial  role  during 
development  of  the  central  nervous  system  early  in  gestation, 
often  before  pregnancy  is  even  confirmed.  In  a  significant 
number  of  instances,  an  inadequate  supply  of  folate  leads  to 
failed  closure  and  abnormal  differentiation  of  the  embryonic 
neural  tube.  The  result  is  an  NTD.  A  number  of  randomized 
and  non-randomized  studies  have  confirmed  that  adequate 
folate  intake  just  before  and  after  conception  lowers  the  risk 
of  NTDs. 

Suspicion  that  folic  acid  might  prevent  NTDs  was  raised 
in  1964,  and  studies-  of  vitamin  supplementation  at  the  time 
of  conception  were  tried  in  women  who  had  already  had  a 
child  with  an  NTD.  In  the  first  such  study,  daily  supplemen- 
tation with  0.36  mg  of  folic  acid  reduced  the  risk  of  NTD 
recurrence  by  a  factor  of  seven,  and  a  second  study  also 
showed  a  significantly  lower  risk  in  the  supplemented  group. 
Six  of  seven  other  studies '  confirmed  the  lower  risk.  To  avoid 
bias,  in  1983,  the  British.  Medical  Research  Council  (MRC) 
organized  a  large,  international,  multi-center,  double  blind, 
randomized  trial.  They  recruited  women  who  had  had  a  baby 
with  an  NTD,  who  were  planning  another  pregnancy,  were 
not  already  taking  vitamin  supplements,  and  did  not  suffer 
from  epilepsy.  After  1,195  pregnancies,  there  were  27  with 
NTDs,  6  in  the  folic  acid  group  and  21  in  control  groups.' 
Sequential  analysis  showed  72%  protective  effect.  Another 
randomized,  double-blind,  controlled  trial  of  4,753  Hungar- 
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ian  women  showed  that  up  to  50%  of  first  occurrences  of 
NTDs  could  be  prevented  by  giving  periconceptual  multivi- 
tamins containing  0.8  mg  of  folic  acid.- 

Within  weeks  of  publication  of  the  British  MRC  study, 
the  US  Centers  for  Disease  Control  issued  guidelines  for 
women  in  whom  a  prior  pregnancy  resulted  in  an  NTD.  In 
September  1992,  the  US  Public  Health  Service  (USPHSj 
recommended  that  all  women  of  child-bearing  age,  who  are 
capable  of  becoming  pregnant,  take  0.4  mg  of  folic  acid  daily 
to  reduce  the  risk  of  an  NTD-affected  pregnancy.  USPHS 
also  recommended  that  women  take  4.0  mg  (4000  micro- 
grams) of  folic  acid  every  day  for  1-3  months  before  planned 
conception  and  continue  through  the  first  months  of  preg- 
nancy.' Three  cents"  worth  of  folic  acid  per  day  could  reduce 
the  number  of  cases  of  NTD  in  the  U.S.  by  70%  (an 
impoilant  public  health  opportunity)  !■* 

There  is  only  limited  information  about  adverse  effects 
from  folic  acid  supplementation.  Daily  doses  of  1  -5  mg  of 
folic  acid  can  mask  the  hematological  manifestations  of 
vitamin  B^,  deficiency,  possibly  leading  to  permanent  neuro- 
logical consequences  by  delaying  diagnosis  and  treatment. 
Therefore,  folate  consumption  should  be  kept  to  less  than  1 
mg/day,  except  under  physician  supervision.' 

Fortification  of  food  is  a  "passive""  way  to  increase  intake 
of  folic  acid  during  the  critical  period  of  embryonic  develop- 
ment. In  February  1996,  the  USPHS  announced  mandatory 
folic  acid  fortification  of  enriched  cereal  grain  products 
(flour,  bread,  pasta,  rice  and  com  meal)  to  take  place  as  of 
January  1 ,  1998.  Fortification  is  expected  to  increase  the  daily 
intake  of  folic  acid  in  women  of  reproductive  age  by  about 
100  meg/day.  Fortification  at  this  level  should  prevent  about 
1000  cases  of  spina  bifida  and  anencephaly  each  year.* 

The  recommended  intake  of  folate  in  the  periconceptional 
period  can  therefore  be  achieved  by  advising  women  who 
could  become  pregnant  to  supplement  a  healthy,  folate-rich 
diet  with  a  daily  vitamin  pill,  or  by  fortifying  foods  with  folic 
acid,  or  by  combining  these  measures. 

Physicians  and  other  health  professionals  need  to  be 
aware  of  and  to  educate  the  public  about  the  value  of  folic  acid 
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supplementation  in  preventing  NTDs.  Meanwhile,  we  need 
to  continue  surveillance  programs  to  monitor  the  prevalence 
of  NTDs  in  fetuses  and  newborns,  and  we  need  basic  and 
clinical  reseaich  into  the  mechanisms  by  which  folic  acid 
prevents  NTDs. 
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10  Questions — and  10  Answers — About 
the  Role  of  "Statin"  Therapy  after 
Coronary  Artery  Bypass  Grafting 

Charles  S.  Roberts,  MD,  Kimberly  D.  Donovan,  MS,  ANP 


Over  the  past  30  years,  coronary  artery  bypass  grafting 
(CABG)  has  become  commonplace.  About  a  milhon  CABG 
procedures  are  now  done  every  year  in  the  United  States. 
This  means  that  several  million  individuals  are  eligible  for 
secondary  preventive  measures,  the  goal  being  to  avoid  future 
cardiovascular  events.  In  this  article  we  answer  ten  questions 
pertinent  to  the  use  of  B-hydroxy-.Vmethylgluraiyl-coen- 
zyme  A  inhibitors  ("statin"  therapy)  to  lower  cholesterol 
synthesis  and  thereby  improve  blood  lipids  after  CABG. 

(1 )  What  percentage  of  CABG  patients  have  had  a  car- 
diovascular event?  Nearly  all.  The  CABG  database  of  the 
Society  of  Thoracic  Surgeons  indicates  that  at  the  time  of 
CABG  surgery,  59%  of  patients  have  unstable  angina  pecto- 
ris. 41%  have  had  a  myocardial  infarction,  1 27c  have  conges- 
tive heart  failure,  and  2%  are  in  cardiogenic  shock.'  Athero- 
sclerosis is  clinically  demonstrable  in  cerebral  or  peripheral 
vessels  in  20%  of  CABG  patients.' 

(2)  How  extensive  is  the  coronary  atherosclerosis  in 
CABG  patients?  Based  on  angiograms  (which  generally 
underestimate  the  extent  of  coronary  atherosclerosis  com- 
pared to  autopsy  studies-),  most  patients  have  "three-vessel 
disease";  the  database  of  the  Society  of  Thoracic  Surgeons 
indicates  that  73%  have  atherosclerotic  narrowing  of  all  three 
major  epicardial  coronary  arteries,  21%  have  narrowing  of 
two,  and  6%  have  nan'owing  of  one.'  About  20%  have 
significant  narrowing  of  the  left  main  coronary  artery.'  It 
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seems  clear  that  CABG  patients  carry  a  heavy  burden  of 
atherosclerosis. 

(3)  What  drugs  are  usually  prescribed  after  CABG? 

Shortly  after  surgery,  most  CABG  patients  need  analgesics 
and  diuretics.  Over  the  long  term,  most  are  told  to  take  an 
aspirin  tablet  every  day.  If  they  have  had  a  myocardial 
infarction  in  the  past,  a  beta-adrenergic  blocking  drug  is 
usually  prescribed.  But  it  is  not  likely  that  a  CABG  patient 
will  get  a  prescription  for  a  statin  drug.  It  is  also  not  likely  that 
patients  will  have  taken  a  statin  before  surgery.  Cardiac 
surgeons  tend  to  continue  preoperative  medications  after 
surgery,  except  for  nitrates,  which  are  routinely  discontinued. 

(4)  Has  CABG  been  compared  to  statin  therapy  in  a 
clinical  trial?  No.  Randomized  trials  comparing  CABG  to 
medical  therapy  were  carried  out  before  statin  drugs  were 
available.  A  1992  meta-analysis  by  Yusuf  and  associates 
concluded  that  CABG  improved  5-year  survival  by  an  aver- 
age of  39%  compared  to  medical  therapy.'  But  only  10%  of 
the  CABG  patients  in  the  trials  had  an  internal  mammary 
aiterial  conduit,  which  is  standard  today.  Thus,  neither  the 
surgical  nor  the  medical  treatments  used  in  the  randomized 
studies  of  coronary  artery  disease  is  comparable  to  today's 
approaches,  when  internal  mammary  aiteries  are  used  rou- 
tinely and  statin  drugs  are  part  of  standard  medical  therapy. 

(5)  Does  statin  therapy  improve  conduit  patency  after 
CABG?  Yes.  The  Post  Coronary  Artery  Bypass  Graft  Trial'' 
studied  whether  aggressively  lowering  low-density  lipopro- 
tein (LDL)  cholesterol  levels  affected  saphenous  vein  con- 
duits. Reducing  the  LDL-cholesterol  level  to  below  100  mg/ 
dL  significandy  reduced  angiographically  evident  athero- 
sclerosis in  saphenous  vein  conduits,  which  are  already  less 
disposed  to  atherosclerosis  than  arterial  conduits. 
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(6)  Does  statin  therapy  reduce  the  need  for  a  second 
CABG?  Probably.  The  Post  Coronary  Artery  Bypass  Graft 
Trial  found  that  those  whose  LDL-cholesterol  levels  were 
aggressively  lowered  to  below  100  mg/dL  had  a  29%  lower 
rate  of  revascularization  over  four  years  compared  to  those 
receiving  moderate  treatment  (p=0.03)."'  Analysis  of  a  subset 
of  1091  CABG  patients  in  the  CARE  study  found  that 
revascularization  was  14%  less  likely  in  patients  treated  with 
pravastatin  compared  to  placebo,  but  the  difference  was  not 
statistically  significant.-^ 

(7)  Why  is  it  important  to  avoid  a  second  CABG?  The 

early  mortality  rate  for  a  second  CABG  is  about  5-10%, 
roughly  twice  that  for  a  first  operation."-'  Risks  unique  to  the 
second  CABG  include  catastrophic  hemorrhage  during  ster- 
nal reopening;  injury  to  patent  conduits  (particularly  the  left 
internal  mammary  artery);  embolism  during  manipulation  of 
old  conduits;  greater  requirement  for  an  intra-aortic  balloon 
pump;  greater  incidence  of  low  cardiac  output  syndrome; 
greater  frequency  of  perioperative  myocardial  infarction;  and 
greater  likelihood  of  continuing  angina  pectoris."*'" 

(8)  Does  statin  therapy  reduce  the  frequency  of  cardio- 
vascular events  after  CABG?  Yes.  Two  of  the  three  major 
secondary  pre\ention  trials"'-'  included  patients  who  had 
already  undergone  CABG.  In  the  CARE  study,"  1091 
patients  (about  27%)  had  prior  CABG;  separate  examination 
of  the  results  in  these  patients  showed  a  33%  risk  reduction 
in  coronary  death  or  nonfatal  myocardial  infarction  in  those 
receiving  pravastatin  compared  to  placebo.'  Similarly,  27% 
of  subjects  in  the  LIPID  study  had  had  CABG;  the  incidence 
of  adverse  cardiovascular  events  in  this  subpopulation  was 
consistently  lower  among  patients  receiving  pravastatin,  but 
these  patients  have  not  been  exan-uned  as  a  separate  group. '- 

(9)  Does  statin  therapy  prolong  survival  after  CABG? 

Yes.  In  the  CARE  study,  CABG  patients  given  pravastatin 
had  a  38%  survival  benefit  at  5  years  and  44%  fewer  deaths 
from  coronary  artery  disease  compared  to  those  given  pla- 
cebo.'* The  LIPID  study  showed  a  24%  relative  reduction  in 
risk  of  death  from  coronary  artery  disease,  and  overall  mor- 
tality was  reduced  by  22%  in  the  pravastatin  group.'-  The 
third  secondary  prevention  trial  (the  4S  study")  excluded 
patients  who  had  already  had  CABG.  but  who  did  have 
angina  pectoris  or  myocardial  infai'ction,  just  as  do  most 
CABG  patients.  The  group  given  simvastatin  had  a  survival 
benefit  at  5.4  years  of  30%  compared  to  the  placebo  group.'-' 

(10)  What  should  we  routinely  do  after  CABG?  Recog- 
nizing that  all  therapy  must  be  individualized,  we  have  some 
general  recommendations.  With  few  exceptions,  a  statin 
drug  and  an  aspirin  should  be  prescribed  after  CABG.'^ 
Patients  with  systemic  hypertension  or  abnomial  left  ven- 
tricular ejection  fraction  should  be  given  an  angiotensin 


converting  enzyme  inhibitor.''*  Patients  who  have  already 
had  a  myocardial  infarction  should  be  on  a  beta  blocker, 
unless  there  is  overt  congestive  heart  failure  or  bradycardia.'^ 
We  recommend  follow-up  of  CABG  patients  three  and  six 
months  after  surgery  to  adjust  the  statin  dose  (to  achieve  an 
LDL  cholesterol  level  under  100  mg/dL'"*)  and  to  modify 
other  cardiovascular  risk  factors  such  as  smoking  and  obesity. 
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COMMUNITY       HEALTH 


Hypertension  and  Associated  Risk  Factors 
in  Young  African-American  Women 
Attending  a  Community  l-lealth  and 
Wellness  Center 

Caria  Yunis,  MD,  MPH,  Sharon  A  Jackson,  PhD,  Linda  Carter,  Carolyn  Marcus,  PA 


African  Americans  have  a  higher  prevalence  of  hypertension 
than  other  ethnic  groups.  African  Americans  generally  have 
earlier  onset  of  disease  and  more  target  organ  damage, 
especially  end-stage  renal  disease  and  stroke. '  African- Ameri- 
can women  experience  more — and  earlier — morbidity  from 
hypeitension  than  do  Hispanic  or  white  women,  a  difference 
that  persists  through  the  6""  decade  of  life.'  Data  from  the 
Coronary  Artery  Risk  Development  in  Young  Adults  (CAR- 
DIA)  study  suggest  that  even  normotensive  African- Ameri- 
can women  aged  18-34  have  higher  blood  pressure  levels 
than  white  women  of  similar  age  and  education. - 

A  high  prevalence  of  obesity'  and  other  dietaiy,'-^  psy- 
chosocial,^ and  genetic  factors  may  partially  explain  racial 
differences  in  the  prevalence  of  hypertension.  Lower  socio- 
economic status  (SES)  tends  to  increase  the  prevalence  of 
hypertension  among  minorities.  A  recent  analysis''  con- 
fiiTned  an  inverse  relationship  between  SES  and  cardiovas- 
cular disease  (CVD)  risk  factors,  and  showed  that  the  SES 
disadvantage  is  most  pronounced  in  ethnic  minorities.  Afri- 
can-American women  in  particular  had  worse  CVD  risk 
factor  profiles,  particularly  in  regard  to  blood  pressure, 
compared  to  other  women  of  similar  SES.^ 

The  greater  prevalence  of  high  blood  pressure  in  Afri- 
can-American women,  especially  women  of  lower  SES, 
makes  it  is  imperative  that  we  better  understand  the  factors 
leading  to  early  onset  hypertension  so  that  effective  preven- 
tion strategies  can  be  developed.  In  this  paper  we  examine  the 
prevalence  of  high  blood  pressure  and  risk  factors  for  hyper- 


tension in  low-income,  young,  urban,  African-American 
women  attending  a  community  health  clinic. 


Methods 

Sampling  frame:  We  studied  women  attending  the  Today's 
Woman  Health  and  Wellness  Center  (TWHWC),  a  com- 
prehensive resource  center  for  women  and  children  located  in 
Forsyth  County,  NC.  TWHWC  serves  women  of  child- 
bearing  age  (10-44  years)  who  live  in  the  Kimberly  Park/ 
Boston  Thumiond  neighborhood  of  Forsyth  County.  This 
neighborhood  has  approximately  7600  residents,  97%  of 
whom  are  African-American.  About  30%  of  community 
residents  own  their  own  homes  (most  valued  at  less  than 
$50,000),  and  40%  live  at  or  below  the  poverty  level.  Almost 
50%  of  children  under  the  age  of  5  years  live  below  the 
poverty  level.  About  65%  of  residents  are  high  school  gradu- 
ates and  14%  are  also  college  graduates,  but  approximately 
75%  of  families  had  a  total  family  income  of  less  than 
$25,000  in  1995.  Only  21%  of  residents  had  health  insurance 
(usually  Medicaid).  Since  1995.  the  Center  has  enrolled  956 
of  the  approximately  3000  eligible  women  from  the  neigh- 
borhood; 99%  are  African-American  and  26%  are  teenagers. 

Study  design:  Data  were  collected  by  retrospective  medical 
record  abstraction.  A  systematic  sample  (every  tenth  chart)  of 
the  clinical  records  of  all  non-pregnant  women  was  selected 
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Table  1:  Demographic  and  anthropometric  characteristics 

of  90  TWHWC  members. 

Characteristic 

Mean  ±  SD 

Age  (years) 

30.4  ±   11.6 

Education  (years) 

11.6±     1.7 

Systolic  blood  pressure  (mm  Hg) 

122.2  ±    24.8 

Diastolic  blood  pressure  (mm  Hg) 

74.1  ±   17.9 

Body  mass  index  (kg/m^) 

29.1  ±     7.7 

Positive  family  history  of  hypertension(%) 

66.7 

Positive  family  history  of  diabetes  (%) 

30.0 

Hormone  contraceptive  use  (%) 

22.2 

Proportion  of  unmarried  members  (%) 

72.2 

Insurance 

Uninsured  (%) 

34.4 

Medicaid  (%) 

48.9 

Currently  smoking  cigarettes  (%) 

50.0 

Unemployed  (%) 

45.8 

and  data  were  abstracted  by  study  investigators  using  a 
standardized  data  collection  form  to  record  demographic, 
social,  anthropometric,  and  medical  information. 

Measurements:  Specific  items  abstracted  from  the  records 
included  date  of  most  recent  clinical  evaluation;  age  (in 
years);  marital  status  (mamed,  widowed,  divorced,  sepa- 
rated, never  married);  insurance  status  (insured  or  not); 
employment  status  (employed  or  not);  education  (less  than 
high  school,  high  school  graduate/GED,  some  college, 
college  graduate);  medical  history  of  high  blood  pressure; 
heart  disease,  or  diabetes  mellitus;  family  history  of  high 
blood  pressure,  heart  disease,  or  diabetes  mellitus;  cigarette 
smoking  (current  smoker  or  not);  alcohol  intake;  height  (in 
inches);  weight  (in  pounds);  blood  pressure  (mmHg);  and 


Normal  High  normal  High 

130/84  131-39/85-89  140/90 

Figure  1.  Blood  pressure  distribution  according  to  JNC-VI 

criteria'  for  TWHWC  members. 


method  of  contraception  (oral  contraceptives, 
Norplant.  Depo-Provera,  condoms,  none). 

A/jfl/ysi's:  Univariate  descriptive  statistics  (mean, 
standard  deviation,  response  frequency)  were 
calculated  for  all  variables.  The  Chi-square 
and  student  t-tests  were  used  to  determine  the 
significance  of  differences  between  those  with 
and  without  elevated  systolic  blood  pressure. 
Multiple  linear  regression  models  were  used  to 
examine  whether  demographic,  social,  anthro- 
pometric or  medical  indicators  were  associated 
with  systolic  blood  pressure.  All  analyses  were 
made  with  SAS  statistical  computing  software 
(SAS/UNIX  System.  Release  6.12.  Gary,  NG: 
SAS  Institute,  Inc.,  1995). 


Results 


The  final  sample  consisted  of  90  members  of 
TWHWG.  Demographic  characteristics  of  the  sample  are 
shown  in  Table  1.  TWHWG  members  were  young  (mean 
age  30  years;  median  25  years)  and  predominantly  unmar- 
ried. Approximately  33%  had  not  completed  high  school. 
The  distribution  of  cardiovascular  risk  factors  including 
socio-economic  indicators  showed  an  adverse  profile.  Half 
of  the  women  were  current  smokers,  a  third  were  obese,  and 
two-thirds  had  a  positive  family  history  of  hypertension. 
Approximately  half  of  the  sample  was  covered  by  Medicaid 
and  one-third  was  uninsured.  The  rate  of  unemployment  was 
high. 

Hypertension  prevalence  is  shown  in  Figure  1 .  Based  on 
the  most  recent  blood  pressure  measurement,  roughly  22%  of 
these  young  women  were  hypertensive  according  to  JNG-VI 
criteria.'  Another  13%  had  high-normal  blood  pressure 
levels.  Blood  pressure  was  higher  with  increasing  age  (r=0.29, 
p  <0.01)  and  body  mass  index  (BMI)  (r=0.27,  p  <0.03). 
Thus,  hypertensive  women  were  older  (36  vs.  28  years,  p  < 
0.02)  than  their  normotensive  counterparts,  but  BMI  differ- 
ences between  the  groups  were  not  statistically  significant. 
When  we  examined  the  age-adjusted  distribution  of  BMI  by 
blood  pressure  status  (Figure  2),  there  was  a  positive  associa- 
tion between  BMI  and  blood  pressure  levels.  In  multivariate 
analysis,  BMI  was  the  only  independent  predictor  of  systolic 
blood  pressure  (p  <0.05). 


Discussion 

Se\eral  studies  have  shown  that  African-Americans  are 
disproportionately  affected  by  health  inequalities.  Gillum* 
reported  that  age-adjusted  all-cause  and  heart  disease  mor- 
tality rates  were  higher  for  African-American  women  than 
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Figure  2:  Meanage-adjustedBMI  by  blood  pressure  status. 

for  US  whites  or  women  in  other  industrialized  (Canada, 
France,  Switzerland,  Japan,  Finland)  and  non-industrialized 
(formerCzechoslovakia)  countries.  African- American  women 
also  experience  more  hypertension-related  target  organ  dam- 
age, such  as  left  ventricular  hypertrophy. - 

Our  results  confirm  the  early  onset  of  elevated  blood 
pressure  among  African-American  women  and  underscore 
the  importance  of  screening  for  hypertension  in  this  popula- 
tion. According  to  the  latest  National  Health  and  Nutrition 
Epidemiological  Survey  (NHANES).  the  national  preva- 
lence of  hypertension  and  high  normal  blood  pressure  in 
African- American  women  aged  18-49  years  is  8%  and  7% 
respectively.'  Our  sample  was  similar  in  age,  but  the 
prevalences  of  high-normal  and  distinctly  high  blood  pres- 
sure were  approximately  twice  the  NHANES  estimates. 
This  difference  in  prevalence  may  reflect,  in  part,  the  in- 
creased proportion  of  lower  SES  females  in  our  sample.  The 
TWHWC  population  is  predominantly  lower  income  while 
the  NHANES  sample  is  likely  more  heterogenous  with 
respect  to  SES. 

Obesity,  highly  prevalent  in  minority  populations,  is  an 
important  risk  factor  for  hypertension.  National  figures 
suggest  that  the  prevalence  of  obesity  in  African- American 
women  is  twice  that  of  white  women.'  Approximately  30  % 
of  the  women  in  our  sample  were  obese  (BMI  30  kg/m-)  by 
current  guidelines.'"  The  relationship  between  obesity  and 
blood  pressure  levels  is  illustrated  by  our  finding  of  a  stepwise 
increase  in  the  prevalence  of  obesity  with  increasing  blood 
pressure  (lower  BMI  in  normotensive  women,  and  higher  in 
those  classified  as  hypertensive).  Reducing  obesity  would 
have  a  significant  impact  on  the  risk  of  hypertension  and 
might  decrease  the  need  for  antihypertensive  medications  in 
women  already  diagnosed  as  hypertensive. 

The  state  of  North  Carolina's  Heart  Disease  and  Stroke 
Prevention  Task  Force  recently  released  its  plan  to  prevent 
heart  disease  and  stroke  for  the  years  1999-2003."  Specific 


target  areas  include  physical  inactivity,  inadequate  nutrition, 
tobacco  use,  high  blood  pressure,  elevated  cholesterol,  obe- 
sity and  diabetes.  Unfortunately,  the  strategies  outlined  in 
the  task  force's  recommendations  may  not  reach  groups  like 
the  TWHWC  membership,  because  the  action  plan  relies 
on  consumer  choices,  implies  access  to  medical  care  and 
leisure  facilities,  or  relies  on  employer-based  programs. 

Our  study  findings  suggest  that  we  have  a  long  way  to  go 
in  getting  prevention  messages  to  populations  like  the 
TWHWC  membership.  The  high  prevalence  of  hyperten- 
sion found  in  our  study  supports  the  need  for  targeted, 
culturally  sensitive  initiatives  to  screen  and  detect  high  blood 
pressure,  and  to  treat  and  prevent  obesity.  For  African- 
American  women  of  lower  SES,  employer-based  strategies 
and  programs  designed  to  increase  use  of  exercise  or  other 
specialized  facilities  must  be  augmented  with  strategies 
designed  to  incorporate  education,  lifestyle  and  behavior 
modifications  into  their  daily  tasks  and  sociocultural  milieu. 
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DOCTORS      AND      LAWYERS 


'"Fixing""  Medical  Malpractice 

One  Doctor's  Perspective  of  a  Non-System  in  Need  of 
National  Standardization 

S.JohnGuha.MD 


Medical  errors,  including  malpractice  committed  by  doctors, 
are  rampant  in  this  country,  and  I  freely  acknowledge  this.' 
This  makes  me  a  heretic.  But  I  don't  think  that  there  is  a 
doctor  alive — even  those  from  the  best  medical  schools — 
who  hasn't  made  a  mistake  at  least  once  in  his  or  her  career. 
I  graduated  from  Boston  University  School  of  Medicine  in 
1986.  interned  at  Harvard's  Deaconess  Hospital,  and  in 
1991.  after  a  stint  in  the  US  Air  Force  Medical  Corps  (the 
only  time  in  my  career  that  I  didn't  have  to  worry  about  being 
sued!),  became  a  full-time  practicing  emergency  physician. 
It's  a  "'high-risk"  specialty  because  of  the  urgent  chaiacter  of 
the  illnesses  and  injuries  treated,  the  usual  absence  of  a  pre- 
existing relationship  with  the  patient,  and  little  or  no  knowl- 
edge of  the  patient's  medical  history.  Because  of  my  high-risk 
emergency  practice,  I  have  a  healthy  respect  for  patients  (and 
their  attorneys).  Like  many  of  my  colleagues.  I  am  appropri- 
ately concerned  about  risk  management  and  medico-legal 
Uability. 

In  the  late  1970s  and  early  1980s,  the  United  States 
experienced  a  tremendous  rise  in  monetary  awards  for  medi- 
cal malpractice  ("between  1975  and  1985  the  average  medi- 
cal malpractice  jury  award  .  .  .  increased  from  $220,108  to 
$1,017,716"-).  Because  of  these  increasing  awards  and  the 
general  perception  of  increased  liability  risk,  medical  profes- 
sionals and  insurers  have  been  concerned  about  what  consti- 
tutes adequate  coverage  for  the  risk  and  liability  of  medical 
practice.  Despite  these  concerns,  I  think  that  doctors  should 
learn  to  testify  against  (as  well  as  for)  other  doctors.  How  can 
this  be?  Let  me  explain. 


Dr.  Guha  isa  practicing  emergency  physician  and  Medical  Direc- 
torof  the  Emergency  Department  of  Johnston  IVlemorial  Hospi- 
tal in  Smithfield,  NC.  He  is  the  founder  and  Medical  Director  of 
Expert  Medico-Legal  Opinions  (EMLO).  He  can  be  reached  at 
www.ExpertMedLegOpinions.com. 


In  response  to  the  perceived  crisis  in  medical  malpractice,  in 
the  late  1980s  and  1990s  many  states  passed  legislation  to 
refoim  medical  malpractice  law.  This  "tort  reform"  legisla- 
tion either  limited  the  size  of  awards  for  medical  malpractice 
cases,  or  made  it  harder  to  sue  doctors  and  healthcare 
institutions.  In  North  Carolina,  Rules  9J  and  702  defined  the 
requirements  under  which  "medical  experts"  could  testify  in 
malpractice  cases,  and  they  required  plaintiffs  attorneys  to 
have  a  medical  expert  review  the  case  medical  records  before 
even  filing  a  suit.'  This  means  that  plaintiffs  attorneys  must 
find  a  doctor  willing  to  testify  against  another  doctor  (the 
defendant)  before  a  malpractice  suit  can  even  be  filed.  TWs 
legislation  was  meant  to  lessen  "nuisance  malpractice  claims" 
-  claims  with  little  to  no  factual  basis,  filed  in  the  hopes  of 
getting  a  settlement  that  would  "  make  the  problem  go  away 
quickly  and  economically."  Nuisance  suits  are  in  fact  some- 
times settled  for  $30,000  to  avoid  spending  $130,000  in  legal 
fees.  Many  of  the  "expert  witnesses"  in  these  cases  are  "hired 
guns."  willing  to  testify  to  almost  anything  for  a  high  enough 
fee.  Before  tort  reform,  the.se  "experts"  were  sometimes  more 
professional  witnesses  than  practicing  doctors. 

Rules  9J  and  702  improved  matters  somewhat,  but  there 
are  no  federal  or  state  operating  procedures  to  standardize  the 
process  of  expert  medical  case  review  and  analysis  in  potential 
malpractice  cases.  Until  we  have  standards  for  case  review 
and  analysis  (CRA)  by  doctors,  the  problem  of  "hired  guns" 
will  not  be  resolved.  As  a  matter  of  fact,  irresponsible 
testimony  is  so  pervasive  that  the  American  Medical  Asso- 
ciation has  become  involved,  deeming  service  as  a  medical 
expert  witness  a  part  of  "the  practice  of  medicine"  and 
recommending  that  such  testimony  should  be  subject  to  peer 
review  by  other  doctors.  The  AMA  went  on  to  say  that 
doctors  who  give  "fraudulent  testimony"  should  be  held 
accountable  and  subject  to  punishment  by  state  medical 
societies  or  Boards  of  Medicine."'  I  think  that  this  was  a  step 
in  the  right  direction;  but  I  don't  believe  that  the  AMA  went 
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far  enough  to  improve  the  quality  of  doctor  CRA  or  to 
substantially  reduce  "hired  gun"  testimony.  Before  we  can 
understand  what  needs  to  change  in  the  way  medical  mal- 
practice is  currently  handled,  let's  review  what  is  wrong  with 
the  current  "non-system." 


The  Current  Medical  Malpractice 
"Non-system" 

Medical  malpractice  generally  works  as  follows:  a  future 
plaintiff  (a  dissatisfied  and/or  injured  patient  or  family 
member)  seeks  the  advice  of  an  attorney.  If  the  claim  seems 
plausible,  the  attorney  obtains  the  pertinent  medical  records. 
In  North  Carolina,  if  the  attorney  decides  the  evidence 
suggests  malpractice,  a  doctor  is  asked  to  review  the  medical 
records  and  offer  an  "expert  medical  opinion."  If  the  doctor 
agrees  that  malpractice  has  occurred,  the  plaintiffs  attorney 
then  tiles  a  formal  suit,  and  notifies  the  defendants  (doctors 
or  healthcare  institutions  or  both),  who,  in  turn,  notify  their 
malpractice  insurance  company(s). 

The  insurance  company  then  asks  its  own  expert  doctors 
to  view  the  medical  records,  or  engages  a  defense  attorney  to 
have  this  done.  The  opinion  of  these  medical  experts  often 
determines  whether  the  case  is  settled  or  defended.  If  the 
expert  agrees  that  malpractice  has  occurred,  the  defense 
attorney  and  malpractice  insurance  company  (which  ulti- 
mately is  responsible  for  paying  the  legal  fees  of  the  defense) 
may  offer  to  settle  the  ca.se  rapidly  by  offering  monetary 
damage.  If  the  defendants  have  no  "right  to  consent"  clause 
in  their  malpractice  insurance  policy,  the  settlement  may  be 
made  without  the  consent  of  the  defendants. 

On  the  other  hand,  if  the  defense's  expert  consultants 
feel  that  there  was  no  malpractice,  then  the  insurance  com- 
pany will  weigh  the  cost  of  defending  the  case  versus  settling 
it.  If  the  costs  of  defending  are  likely  to  be  less  than  the  costs 
of  settling,  there  then  begins  a  long  discovery  phase,  in  which 
both  sides  gather  information  about  the  other  side's  experts 
through  inten'ogatories,  affidavits  and  depositions.  The  de- 
fendant doctor  usually  finds  this  to  be  slow  and  painful 
torture.  It  disrupts  professional  and  personal  life,  and  a  sort 
of  low-level,  smoldering,  reactive  depression  may  settle  in. 
Independently  of  any  medical  findings,  discovery  may  con- 
vince the  defense  to  settle,  especially  if  the  plaintiff's  experts 
are  strong  and  the  defendant  physician  is  not  felt  to  be  "jury- 
savvy" — that  is,  not  likely  to  give  a  good  impression  in  front 
of  a  lay  jury. 

Alternative  dispute  resolution  methods  such  as  arbitra- 
tion or  mediation  are  rarely  used  in  medical  malpractice 
cases.  This  is  unfortunate  because  these  are  both  faster  and 
less  costly  than  conventional  litigation.^  A  conventional 
malpractice  court  trial  is  not  only  an  ordeal  for  the  defendant 
doctor,  but  is  also  a  glorified  popularity  contest  of  sorts,  in 
which  the  side  with  the  most  "jury  savvy"  experts  may  win  on 


impression  if  not  substance.*'  And  because  of  the  "popularity 
contesf '  aspect,  justice  does  not  always  prevail.  A  convincing 
"hired  gun"  expert  for  the  plaintiff  may  subtly  distort  complex 
medical  details  or  editorialize  in  front  of  a  suggestible  lay  jury. 
Irresponsible — even  fraudulent  testimony — is  extremely  hard 
to  identify  or  punish  because  of  the  esoteric  nature  of  much 
medical  testimony  and  the  fact  that  no  agency  or  institution 
is  legally  responsible  for  monitoring  doctors'  expert  testi- 
mony. This  means  that  defendants  who  cannot  present 
themselves  favorably  to  the  jury  may  lose  the  case  on  impres- 
sions alone. 

The  other  side  of  the  malpractice  coin  may  be  just  as 
unfair.  A  defendant  doctor  who  has  actually  committed 
malpractice  may  be  acquitted  because  of  reputation  or  jury 
tactics  that  are  superior  to  those  of  the  plaintiffs  experts. 
Strong  medical  experts  testifying  for  the  defense  may  intimi- 
date the  plaintiffs  experts.  Indeed,  it  is  often  easier  to  find 
experts  who  will  testify  for  the  defense  than  for  the  plaintiff 
even  when  bona  fide  malpractice  has  occurred  (Elrod  JA. 
Unpublished  data,  November,  1999).  I  believe  it  is  tragic 
when  a  patient  who  has  suffered  malpractice  does  not  get  fair 
compensation  or  even  a  "day  in  court."  I  would  like  to  see  all 
doctors  agree  that  inappropriately  harmed  patients  should  be 
compensated,  and  the  health  care  system  held  accountable 
for  incompetent  doctors.  The  Institute  of  Medicine,  a  branch 
of  the  politically  influential  National  Academy  of  Sciences, 
estimates  that  44,000-98,000  patients  are  killed  each  year  by 
medical  errors,  although  most  of  these  deaths  are  not  due  to 
physician  negligence  alone.'  The  report  had  significant  me- 
dia coverage  and  may  lead  to  Congressional  action.^  Cer- 
tainly it  is  the  duty  of  the  legal  system  to  enforce  all  social 
contracts,  including  the  contract  between  a  patient  and  a 
doctor  (or  a  patient  and  a  hospital).  Neither  doctors  nor 
hospitals  like  to  admit  it,  but,  as  the  Institute  of  Medicine 
points  out  so  vividly,  medical  errors  occur  on  a  daily  basis.  In 
fact,  the  Institute  of  Medicine  says  further  that  most  medical 
errors  (including  malpractice  errors)  are  not  adequately  re- 
ported or  tracked.  One  possible  reason  for  underreporting  of 
medical  error  is  that — although  all  doctors  know  that  at  some 
point  in  their  harried,  over-worked  careers  they  will  make  a 
mistake — doctors  view  the  current  medical  malpractice  sys- 
tem as  heavy-handed  and  unfairly  punitive.  Some  even  view 
their  day-to-day  clinical  practice  as  requiring  them  to  cross  a 
professional  minefield  where  one  misstep  could  spell  the  end 
of  a  career. 

If  the  defense  decides  not  to  settle,  the  case  proceeds  to 
court  trial,  in  which  a  jury  of  peers  decides  guilt  or  innocence 
and  then  the  amount  of  monetary  damages  to  be  awarded. 
Many  doctors  feel  that  a  "jury  of  peers"  should  consist  not  of 
laypersons  but  of  other  doctors,  especially  as  malpractice 
cases  often  involve  complex  medical  details  that  a  layperson 
might  find  difficult  to  understand.  In  some  emotionally 
argued  cases,  layjuries  have  awarded  huge  sums  for  "pain  and 
suffering"  even  in  the  absence  of  obvious  malpractice. 
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Statistically,  only  about  10-15%  of  malpractice  cases  actually 
go  to  trial;  the  remainder  are  either  dropped  or  settled  before 
trial.  Of  the  cases  that  do  go  to  trial,  the  defense  wins  about 
80%  of  the  time.  This  means  that  plaintiffs  succeed  at  trial 
less  than  37c  of  the  time."  Still,  if  the  defense  loses  a 
malpractice  trial  or  settles  a  malpractice  claim,  regardless  of 
the  reason  or  the  amount  of  the  award  or  settlement,  the 
defendant  doctor  must  (by  federal  law)  be  reported  to  the 
National  Practitioner  Data  Bank  (NPDB).  designed  by 
Congress  to  track  "incompetent"  doctors  nationally.*'  The 
irony  is  that  some  of  the  best  doctors  at  the  best  medical 
centers  in  the  country  are  the  very  ones  likely  to  be  sued  and 
hence  have  files  at  the  NPDB,  because  these  doctors  often 
care  for  the  sickest  patients  with  most  dismal  prognoses." 

The  requirement  to  register  with  the  NPDB  means  that 
if  an  insurance  company  settles  for  purely  economic  reasons, 
the  defendant  is  still  permanently  labeled  as  an  "incompe- 
tent" on  file  at  the  NPDB.  This  reporting  requirement  has 
made  the  NPDB  a  farce  in  my  opinion  and  that  of  many 
doctors,  malpractice  carriers,  and  defense  attorneys.  It  is  one 
of  many  reasons  that  doctors  feel  that  the  system  is  stacked 
again.st  them.  Why.  then,  would  I,  practicing  in  a  high-risk 
specialty  and  associated  with  a  major  academic  medical 
center,  advocate  that  doctors  testify  against  other  doctors  (as 
well  as  for  them)?  Please  read  on. 


A  National  Standard  for  Medical  Malpractice 
Physician  Experts 

I  beheve  that  the  medical  malpractice  system  is  "broken."  I 
also  believe  that  it  can  be  "fixed."  However,  this  will  require 
consensus  and  teamwork  by  leaders  of  the  medical  and  legal 
professions  ( or  we  will  have  rules  imposed  by  state  or  national 
legislation).  My  suggested  solution  is  to  standardize,  certify, 
and  regulate  expert  medical  CRA  and  testimony.  Clinical 
medicine  has  long  had  "standards  of  care."  but  there  are  no 
national  standards  for  medical  malpractice  CRA.  The  AMA 
says  that  analysis  of  potential  malpractice  cases  by  experts  is 
part  of  the  "practice  of  medicine":  I  beheve  that  standards 
should  be  established  for  malpractice  testimony,  as  it  is  for 
other  aspects  of  medical  practice.  Doctors  who  review  and 
analyze  the  medical  records  of  a  patient  who  alleges  malprac- 
tice would  use  these  standards  to  guide  their  assessment  of 
the  chart  from  a  medico-legal  as  well  as  a  strictly  medical 
perspective. 

In  their  training,  doctors  participate  in  "peer  re\  iew"  or 
"mortality  and  morbidity"  conferences,  designed  to  let  them 
learn  from  their  mistakes  and  thereby  ultimately  to  improve 
patient  care.  The  reviews  are  based  on  the  specifics  of  each 
case,  within  the  framework  of  medical  science  and  sound 
clinical  judgment.  As  a  result,  there  is  now  a  "science"  of  peer 
review,  developed  over  the  last  two  decades,  called  "risk 
management"  or  "quality  assurance,"  or  "total  quality  im- 


provement." Unfortunately,  the  true  and  proven  standards 
and  principles  of  peer  review  have  not  been  applied  to  the 
malpractice  arena.  My  suggested  solution  can  be  summarized 
by  one  simple  phrase:  standardization  by  certification. 

Medical  doctors  often  attend  intense  two-day  courses, 
which  attempt  to  bring  our  knowledge  about  various  medical 
topics  to  a  minimum  level,  regardless  of  our  specialty.  Two 
good  examples  of  this  are  the  ACLS  [Advanced  Cardiac  Life 
Support]  course  offered  by  the  American  Heart  Association 
and  the  ATLS  [Advanced  Trauma  Life  Support]  course 
given  by  the  American  College  of  Surgeons.  I  teach  in  both, 
and  I  feel  that  their  basic  format  could  well  be  adapted  to  the 
medico-legal  arena.  What  I  propose  is  a  sort  of  ACLS/ 
ATLS  type  of  course  for  doctors  who  want  to  function  as 
medico-legal  experts.  A  two-day  course  would  teach  partici- 
pants about  medical  malpractice  jurisprudence  and  how  to 
assess  a  medical  record  responsibly  for  evidence  of  malprac- 
tice. If  state  legislatures,  medical  societies,  boards  of  medi- 
cine, or  the  US  Congress  were  to  endorse  or  even  mandate 
such  a  course  as  a  prerequisite  for  serving  as  an  expert  case 
reviewer  and  witness,  then  most  of  the  problems  of  medical 
malpractice  would  be  solved  in  one  fell  swoop.  We  might  call 
this  course  "AMLS,"  for  "Advanced  Medico-Legal  Sup- 
port." 

An  AMLS  course  would  start  by  reviewing  introductory 
and  basic  information,  such  as  legal  terminology  and  the 
"anatomy"  of  malpractice  litigation.  Instruction  in  the  stan- 
dards of  malpractice  CRA  would  follow.  Attendees  would 
refresh  and  use  their  pre-existing  knowledge  of  the  "science" 
of  Peer  Review/Mortality  and  Morbidity/Quality  Assur- 
ance/Total Quality  Management  to  learn  how  to  deliver  fair, 
legally  sensitive,  and  medically  justifiable  opinions  as  to 
whether  malpractice  occurred  or  not.  A  nonadversarial, 
consultant  role  would  be  stressed,  and  alternative  dispute 
resolution  methods  emphasized,  still  recognizing  that  expert 
witness  must  take  a  definite  and  unequivocal  position  in  a 
case.  Valid  plaintiffs  issues  would  be  addressed.  Instruction 
on  principles  of  medical  malpractice  insurance  and  on  the 
National  Practitioner  Data  Bank  would  also  be  included. 

Finally,  doctors  would  learn  how  to  conduct  themselves 
properly  as  expert  witnesses  in  a  deposition  or  trial.  It  would 
not  matter  whether  the  consultant  worked  for  the  defense  or 
plaintiffs  attorneys  or  for  the  court,  because  in  their  broad- 
based  role  as  medical  analysts  and  nonadversarial  expert 
witnesses  they  would  adhere  to  clear  guidelines  delineated  in 
the  AMLS  course.  In  the  final  analysis,  justice  is  served  only 
when  a  medical  expert  is  neither  overly  lenient  or  forgiving 
towards  the  defense,  nor  overly  aggressive  on  behalf  of  the 
plaintiff  It  would  be  difficult  to  characterize  medical  experts 
who  had  taken  an  AMLS  course  as  "hired  guns."  The  course 
could  be  administered  through  medical,  legal,  or  medico- 
legal associations  such  as  the  American  Medical  Association. 
American  Bar  Association,  or  the  American  College  of  Legal 
Medicine  -  just  as  ACLS  is  administered  by  the  American 
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Heart  Association  and  ATLS  by  the  American  College  of 
Surgeons.  Both  attorneys  and  physicians  would  teach  it. 

As  a  physician  interested  in  the  whole  process  of  mal- 
practice testimony,  and  in  conj  unction  with  a  leading  heathcare 
legal  fimi  in  North  Carolina.  I  have  constructed  an  initial 
syllabus  for  such  a  course  (Guha  SJ,  Hollowell  E.  Advanced 
medico-legal  support  course  outline,  available  from  Expert 
Medico-Legal  Opinions.  Guha  Medical  Services.  P. A).  I 
offer  it  as  a  starting  point  for  discussion.  Because  of  my 
interest  in  these  matters,  I  have  formed  a  medical  corporation 
(Guha  Medical  Services,  PA);  our  medico-legal  division 
(Expert  Medico-Legal  Opinions  or  "EMLO"  for  short)  will 
soon  require  that  generalist  physicians  involved  in  our  medico- 
legal CRAs  take  and  pass  this  course.  Our  AMLS  course  will 
provide  "EMLO-certification"  to  participants  who  pass  writ- 
ten and  oral  examinations  in  CRA.  EMLO  is  currently 
establishing  a  network  of  multi-specialty  physicians  to  do 
CRAs.  If  and  when  funding  becomes  available,  EMLO 
would  offer  its  AMLS  course  to  all  interested  medical 
doctors.  I  believe  that  if  the  principles  of  AMLS  were 
implemented  and  readily  available  to  doctors  on  a  much 
wider  basis,  this  would  be  a  great  step  forward  in  "fixing"  the 
problems  with  medical  malpractice  litigation. 


Summary  and  Conclusions 

Why  do  L  a  practicing  physician,  believe  that  doctors  should 
learn  how  to  testify  both  for  and  against  physicians  in 
malpractice  cases?  The  answer  is  simple:  no  one  is  better 
qualified  to  critique  a  physician  than  another  responsible 
physician.  True  expert  evaluation  would  be  the  best  determi- 
nant of  malpractice,  regardless  of  whose  medical  experts  were 
"flashiest"  in  front  of  the  jury.  But,  if  they  are  serious  about 
this  grave  responsibility,  doctors  must  shed  any  protectionist 
attitudes,  they  must  shed  the  stigma  of  "going  after  one"s 
own,"  and  they  must  not  shy  away  from  the  inconvenience  of 
legal  proceedings.  They  must  take  time  from  their  busy 
schedules  to  become  educated  through  AMLS,  and  they 
must  become  actively  involved  in  medical  malpractice  juris- 
prudence. Only  in  this  way  can  physicians  truly  improve 
medical  malpractice,  and  help  level  the  malpractice  playing 
field  so  that  all  parties  are  fairly  dealt  with.  In  other  words, 
doctors  must  take  responsibility  for  medical  malpractice  and 
get  involved  with  doing  medicine's  dirty  laundry;  otherwise, 
legal/legislative/governmental  agencies  and  the  courts  will 
do  it  for  us. 

The  AMLS  course  I  propose  would,  if  implemented  on 
a  large  scale,  restructure  the  very  nature  of  medical  malprac- 
tice in  this  country.  It  would  teach  physicians  about  the  legal 
system,  about  medical  malpractice  Case  Review  and  Analy- 
sis, and  malpractice  jurisprudence,  about  alternative  resolu- 
tion methods,  about  malpractice  litigation,  and  about  being 
a  "good"  medical  expert  witness.  It  would  round  out  doctors" 


knowledge  of  peer  review  principles,  medical  malpractice 
insurance,  and  the  workings  of  the  National  Practitioner 
Data  Bank.  It  could  help  to  minimize  medical  errors  by 
teaching  "bad"  doctors  to  be  "good,"  or  at  least  more  mindful 
and  less  careless — a  sort  of  "legal  vaccination"  for  medical 
practitioners.  Finally,  it  could  help  bridge  the  tension-filled 
gap  between  two  leading  professions  that  should  work 
together  rather  than  at  odds. 

If  leading  medical  and  legal  institutions  such  as  the 
AMA  and  ABA  were  to  administer  organized,  intense 
AMLS  courses,  malpractice  proceedings  would  be  fair  to 
both  plaintiffs  and  defendants.  Incompetent  physicians  would 
be  appropriately  sanctioned  and/or  remediated,  patients 
with  justifiable  claims  would  be  heard  and  appropriately 
compensated,  and  the  vast  majority  of  doctors  would  be 
reassured  about  doing  what  they  do  best — practicing  good 
medicine — without  the  constant  threat  of  nuisance  malprac- 
tice suits.  I  would  like  to  see  the  leaders  of  professional 
medical  and  legal  institutions,  as  well  as  private  and  govern- 
mental healthcare  agencies,  consider  an  Advanced  Medico- 
Legal  Support  course  as  one  way  to  help  correct  some  of  the 
fiaws  in  how  medical  malpractice  is  currently  handled. 
AMLS  could  not  only  help  eliminate  "hired  gun"  physicians, 
but  could  also  help  revolutionize  the  cunent  "non-system" 
known  as  medical  malpractice. 
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You  shouldn't  need  one  of  these 
to  practice  medicine. 


Let  the  North  Carolina  Medical  Society  help  you  with  the 

business  issues  that  keep  you  from  spending  more  time  with 

the  people  who  need  you  most... your  patients. 

The  North  Carolina  Medical  Society  offers  members 

discounts  and  incentives  on  products  and  services  that  can 

save  you  time  and  money. 


MEMBER  SERVICE 

Auto  Leasing  &  Purchase  Plan 

Auto  Leasing  &  Rental 


Debt  Collection  Service 

Credit  Card  Program 

Fax  &  Copier  Machines/Equipment 

Financial  Management  &  Investments 

Long  Distance  Phone  &  Calling  Card 

Hotel/Dining  Savings 

Insurance 

(Group  Health,  Professional  Liability, 
Commercial,  Retirement,  Financial  Planning) 

Magazine  Discounts 

Coding/Billing  Publications 

Revenue  Enhancement  Analysis 
Tax  Audit  Defense 
Travel  Tours/Packages 
Website  Services 


PREFERRED  VENDOR  PHONE 

PHYSICIANS  LEASING  COA4PANY  (800)  888-896 1 

ALAMO  RENT-A-CAR  (800)327-9633 
(code:  B2 13-386) 

HERTZ  RENT-A-CAR  (800)654-2210 
(code:  CDP  #006546) 

I.  C.  SYSTEM  (800)  279-6620 

MBNA  AMERICA  (800)457-3714 

DANKA  (800)  653-2652 

MERCER  GLOBAL  ADVISORS  (MGA)  (800)  335-8808 

MERRrrEL(codeBn-OllO)  (800)949-7262 

QUEST  (code  1 93 1  -43)  (800)  782-9450 

THE  MEDICAL  MUTUAL  GROUP  (800)662-7917 

NCMS  JVIAGAZINE  PROGRAM  (800)  289-6247 

OUR  STATE  MAGAZINE  (800)  948-1 409 

CONOMIKES  REPORTS,  INC.  (800)  42 1  -65 1 2 

UNITED  COMMUNICATION  GROUP  (888)  287-2223 

BROWN, MCLEOD  &JOHNSEN,CPAs,  PA       (919)  782-1040 

TAX  RESOURCES,  INC  (800)  922-8348 

VANTAGE  DELUXE  TRAVEL  (800)  634-2 1 80 

HEALTHDIRECTORY.COM  (888)  543-3424 


To  apply  for  membership  in  the  North  Carolina  Medical  Society  (NCMS)  or  for  more  information  on  the 
products  and  services  listed  above,  contact  Sha  wn  Scoff,  NCMS  Director  of  Membership  Services  &  Marketing, 
phone  (919)  833-3836,  or  visit  NCMS  Online  at  www.ncmedsoc.org. 
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What 


Antitmst  Relief.  Patient  Protection  Act  II.  Professional  Liability  Refomi. 


Have  You 


Bylaws  as  Contracts.  Joint  Commission  Medical  Staff  Standards. 


Done  For  Me 


National  Coalition  of  Physicians  Against  Family  Violence. 


Lately? 


The  Organized  Medical  Staff  Section. 

A  foruni  to  help  you  take  control  of  your  future. 


The  American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA  OMSS)  is  an  expansion  of 
the  Hospital  Medical  Staff  Section. 
It  embraces  the  growing  number 
of  physicians  in  managed  care. 
The  OMSS  offers  assistance,  repre- 
sentation, and  a  strong,  unified  voice 
within  these  organized  settings. 

You  are  invited  to  participate. 
Any  medical  staff  of  a  hospital, 
integrated  delivery  system,  or  health 
care  plan  may  designate  an  OMSS 
representative,  who  must  be  an  AMA 
member  with  active  medical  privileges. 


If  you  are  interested  in  attending  an 
upcoming  meeting  and/or  designating 
an  AMA  OMSS  representative  call 
800  AMA-3211  and  ask  for  the  AMA 
Department  of  Organized  Medical 
Staff  Services. 

We  cannot  begin  to  confront  the 
unique  challenges  facing  us  without 
you.  Call  800  AMA-3211  today 

The  Voice  of  Grassroots  Physicians. 


(Place  state  medical  association 
OMSS  contact  information  here!) 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Carolina  Physician's  Bookshelf 


Edward  C.  Halperin,  MD,  Book  Review  Editor 


StokingtheFire.-ASurgicalMemoirof  London 

ByCharlesS.  Roberts,  MD 

NewYork,  NY:  Futura  Publishing  Co..  1999 

ReviewedbyRichardA.  Baecher,  MSII,  UNC-Cliapell-lili 

The  author,  a  cardiothoracic  surgeon  at  UNC-Chapel  Hill, 
describes  his  experiences  and  impressions  in  a  year-long 
fellowship  at  the  Royal  Brompton  Hospital  in  London. 
Thoughtful  and  accessible,  this  book  serves  up  a  blend  of 
sociomedical  information  and  candid  personal  reflections. 
Many  of  Roberts"  adjustments  to  life  in  England  are  de- 
scribed, often  with  colourful  humour: 

In  London.  I  had  to  releam  several  basics  of  daily  life:  how 
to  telephone  someone,  where  to  wash  clothes,  wliat  the  money  was 
wonh.  wheretoeat.  how  to  cross  streets.  Lincoln  once  asked  three 
people  in  the  operating  theater  to  say  'Birmingliam '  to  compare 
accents  for  my  benefit. 

"Lincoln"  is  the  author's  formidable  mentor,  Surgical 
Consultant  Christopher  Lincoln,  FRCS.  In  addition  to 
witty  cultural  commentary,  the  book  places  considerable 
emphasis  on  portraying  Lincoln  and  the  impressions  he 
made  on  the  author.  The  title  itself  comes  from  Lincoln's 
comparison  of  surgical  training  to  shoveling  coal  into  a 
furnace,  tending  it  for  a  sufficient  time,  and  growing  accus- 
tomed to  the  heat.  Poignant  anecdotes  of  Mr.  Lincoln's 
professional  persona  appear  throughout. 

Lincoln 's  approach  was  refreshingly  to  the  point.  I  was  told 
one  story  about  Lincoln  seeing  an  elderly  woman  for  a  heart 
operation  the  next  day.  She  told  him  that  she  was  very  anxious, 
that  tomorrow  was  one  of  the  most  important  days  of  her  life. 
Lincoln  calmly  responded  that  he  was  not  anxious  and  that 
tomorrow  was  not  a  particularly  important  day  of  his.  After 
Lincoln  left  the  room,  she  told  his  assistant  that  she  found  his 
comment  strangely  comforting. 

Lincoln  was  bom  in  England  and  graduated  from  medi- 
cal school  in  Dublin.  His  training  includes  UK'  s  Brompton 
Hospital,  National  Heart  Hospital,  London  Chest  Hospital, 
The  Hospital  for  Sick  Children  on  Great  Ormond  Street. 
and  a  research  year  as  a  Fulbright  Scholar  at  Massachusetts 
General  Hospital.  He  has  served  for  over  23  years  as  Surgical 
Consultant  at  the  Brompton  and  has  authored  or  co-authored 


over  180  medical  articles.  Lincoln's  fortitude  is  well  evi- 
denced by  his  eclectic  daily  discipline: 

He  never  ate  during  the  day.  He  drank  green  tea  from 
China.  You  could  trace  his  movements  during  the  day  by  follow- 
ing his  teacups  in  the  hospital . . .  the  first  thing  he  did  on  arriving 
home  nightly  was  take  two  aspirin  and  drink  two  glasses  of 
champagne . . .  Tlwugh  he  ate  only  once  daily.  Lincoln  took  great 
pleasure  in  food . . . 

In  addition  to  depicting  his  mentor,  Roberts  does  a  good 
job  of  describing  some  differences  in  hospital  care  he  ob- 
served while  overseas.  He  was  impressed  overall  with  the 
British  style: 

The  nurses  kepteachpatient  nearly  covered  withcleanwhite 
sheets  and  blue  blankets.  Tliis  attention  to  cleanliness  and  privacy 
was  striking  to  me  in  the  first  few  days  of  work  ...The  adult  ICU 
nurses  stayed  at  the  bedside  oftheirpatient[s]  the  entire  shift. . . 
I  rarely  saw  more  than  one  nurse  at  the  nurses '  station,  sometimes 
no  one.  This  was  a  major  difference  in  ICU  nursing  care  in  the 
UK  and  USA.  In  the  States,  nurses  often  based  themselves  at  the 
imrses '  stationandwent  to  the  patient's  bedside  as  needed . . .  [At 
the  RBH]  Food  was  eaten  in  the  dining  room  or  behind  the  closed 
doors  of  the  break  room,  which  was  not  even  on  the  ward.  This 
also  contrasted  sharply  with  my  observation  of  ICU s  in  the 
States,  where  food  was  often  eaten  in  view  of  patients  and  their 
families. 

In  one  account,  we  are  also  given  a  brief  glimpse  of  the 
publicity  surrounding  Lady  Diana  and  her  frequent  visits  to 
patients  at  the  RBH.  Roberts'  next-door  neighbor  on  Neville 
Street,  surgeon  Haznat  Khan,  evidently  had  a  relationship 
with  her  that  earned  him  celebrity  status  and  frequent  tabloid 
coverage. 

Along  with  material  particular  to  England,  we  are  given 
personal  anecdotes  about  Roberts  and  his  fiancee,  with  brief 
yet  flavorful  descriptions  of  visits  to  Prague,  Dublin,  and 
Hamburg  with  multiple  contrasts  to  London's  architecture, 
literature,  cuisine,  and  gestalt.  "Stoking  the  Fire"  is  a  practical 
preview  for  an  American  anticipating  medical  work  in  Lon- 
don, a  plethora  of  prominent  names  and  history  for  the 
cardiothoracic  bibliophile,  a  charming  compilation  of  theat- 
rical and  literary  commentary  ,  and  a  pleasant  read  to  the 
medical  neophyte.  It  should  warm  the  bookshelves  of  many. 
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CME  Calendar 


July  9-12 

Practice  Update  in  Medicine  for  the  Primary  Care  Physician 

The  Mills  House  Hotel,  Charleston,  SC 
Up  to  13.5  hours.  Category  1,  AMA,  AAFP 
$300  Baptist  Med.  Healthcare  Corp  physicians  & 
non-BMHCC  nonphysicians;  $350  non-BMHCC 
physicians;  $275  BMHCC  nonphysicians; 
Baptist  College  of  Health  Sciences,  Memphis,  TN: 
901/227-4580  or  888/857-8344 


Place; 

Credit; 

Fees; 


Info: 


July  13-14 

Bridging  Research  and  Care:  World  Alzheimer  Congress 

2000 

Place;      Washington  Hilton  and  Towers,  Washington,  DC 
Credit;    Up  to  11.75  hours.  Category  1,  AMA  (pending) 
Fees;       $200 

Info;        312/335-5813;  email:  alzheimer2000@alz.org; 
website:  www.alzheimer2000.org 


July  20-22 

28th  Annual  Seminar  for  Physicians  on  Breastfeeding 

Place:      Hilton  Head  Island,  SC 

Credit:    16  hours.  Category  1.  AMA 

Fees:       Before  June  5;  $475;  medical  associates  $400;  $375 

spouse/guest;  after  June  5;  $550/$475/$450 
Info:       La  Leche  League  Int'l..  PO  Box  4079,  Schaumburg, 

IL  60168-4079;  847/519-7730  x218;  er?iail: 

ckolar@llli.org 


July  30- August  4 

Adult  and  Pediatric  Allergy  and  Asthma  Update 

Place;      Bald  Head  Island,  NC 

Credit;    Up  to  23  hours.  Category  1,  AMA 

Fees:       $325 

Info:        Registration:  877/227-8199;  content:  336/373- 
0936;  accommodations:  800/432-RENT  or  910/ 
457-7506,  ask  for  Judy  Treadway  (refer  to  Group 
#41922) 


(1)  September  22-24;   (2)  December  10-12 
Emergency  Ultrasound  Course 

Place;      (1)  Charlotte,  NC;  (2)  Columbia,  SC 
Credit:    Up  to  21  hours.  Category  1.  AMA;  21  hours. 

Category  1,  ACE? 
Fees;       S700  physicians;  $650  ACEP;  $600  SCCEP; 

$500  residents  and  PAs;  $450  students 
Info;       South  Carolina  College  of  Emergency 

Medicine;  Thomas  D.  Cook.  MD,  145  Sassafras 

Tr.,  Lexington,  SC;  email:  huntpat@sc.rr.com; 

website:  www.emergencyultrasound.com 


October  14-15 

27th  Postgraduate  Course:  The  Alexander  Speck 
Symposium:  Practical  Management  of  Common 
Problems  in  Ambulatory  Pediatric  Patients 

Place;      Searle  Center,  Duke  University  Medical  Center, 

Durham 
Credit:    TEA 
Fees:       $150  ($100  Saturday;  $50  Sunday)  physicians; 

$9  allied  health  professionals;  no  charge  for 

emeritus  or  in  training 
Info:       J.  Marc  Majure,  MD  919/684-2289 


October  21 

2000  Coastal  Medical  Retreat 

Place;     Holiday  Inn  SunSpree  Resort.  Wrightsville 

Beach 
Credit;    6.5  hours.  Category  I,  AMA 
Fees;       $150  physicians;  $35  admission  to  dinner  dance 

for  spouses,  guests,  nonregistered  physicians 
Info:        Sponsored  by  UNC  School  of  Medicine.  October 

20:  Golf,  tennis,  dinner  &  dance  on  October  20. 

Call  Bonnie  Brown,  New  Hanover-Pender  Co. 

Medical  Society:  910/790-5800.  Email: 

nhpcmeds(a^  Wilmington .  net. 
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Classified  Ads 


CHAPEL  HILL-AVALON  Internal  Medicine.  New  prac- 
tice seeks  BC/BE  internist.  Responses  to  Cecilia  McKay, 
MD,  PO  Box  1441,  Canboro,  NC  27510. 


CHAPEL  HILL  MEDICAL  OFFICE  SUITE  for  rent. 
Prime  location  opposite  University  Mall.  Approximately 
2000  square  feet.  Custom  cabinetry,  ample  parking.  For 
more  information,  call  919/967-4545  or  919/408-0782. 


DURHAM,  NC:  Four  well-established  and  busy  Internists 
seek  a  BC/BE  Internist.  Position  available  in  July  2000. 
Attractive  benefits.  Salary  negotiable.  Send  CV  to  Laura 
H.  Berglund,  MD,  4315  Ben  Franklin  Boulevard,  Durham, 

NC  27704. 


FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  necessary. 
Competitive  salary  and  benefit  package.  Part-time  posi- 
tions available  with  accommodations  provided.  Call  Dr. 
Kimberly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at 
757/670-8894. 


LOOKING  TO  RELOCATE  near  the  beach''  Staff  Physi- 
cian needed  for  an  Urgent  Care  Clinic  in  a  rapidly  growing 
Eastern  town.  Flexible  schedule  with  no  on-call  duties. 
Must  have  experience  with  Pediatrics  and  Internal  Medi- 
cine (family  practice).  Please  submit  C  V  to  Onslow  Doctors 
Care,  Inc.,  325  Western  Blvd.,  Jacksonville,  NC  28546  or 
call  Tammy  Smith  at  910/577-1555. 


NEW  BERN,  NC:  PSYCHIATRIC  practice  seeking  BC/ 
BE  psychiatrist  to  work  full-time  in  office  and  hospital 
setting.  Experience  necessary.  Location  affords  easy  acces- 
sibility to  the  beautiful  Crystal  Coast.  Attractive  benefits 
package  and  competetive  salary.  Please  send  CV  to:  P. 
Vinson,  Administrator,  Community  Wellness  Center, 
108H  West  Firetower  Road,  Winterville,  NC  28590. 


PHYSICIANS  NEEDED  for  locum  tenens  assignments  in 
North  Carolina.  Immediate  placements  for  Family-Gen- 
eral physicians.  Our  physicians  treat  over  1,000  patients 
every  day.  FAX  your  cover  letter  and  CV  to  Physician 
Solutions,  919/845-1947. 


PRACTICE  MANAGEMENT  SOFTWARE  that  is 
Y2K  compliant.  Easy-to-use  Windows  application,  famil- 
iar HCFA  look,  top-rate  help  desk  support,  and  over  3,000 
satisfied  medical  users.  We  install  3  to  4  systems  every 
month  with  on-site  training.  We  will  be  happy  to  answer 
any  questions  or  demo  the  system  in  your  office.  Call 
Physician  Solutions  at  919/845-0054  for  more  informa- 
tion. 


SCOTT  MEDICAL  GROUP,  LLC  is  looking  for  strong 
candidates  in  Family  Practice,  who  want  to  take  a  lead- 
ership role  providing  excellent  medical  care  in  an  urgent 
care  or  clinic  setting.  Excellent  benefits  and  salary.  Op- 
portunities exist  in  CHARLOTTE,  RALEIGH,  and 
DURHAM.  Please  send  CV  to  Jackie  O'Connor  Pol- 
lard, Director  of  Recruiting  at  Scott  Medical  Group, 
LLC,  3000  Croasdaile  Drive,  Durham,  NC  27705. 
Telephone  800/678-2811;  fax  919/383-0874.  No  J-1 
visas. 


NCMJ  July/August  2000.  Volume  61  Number  4         235 


New  Members 

of  the  North  Carolina  Medical  Society 


Costa  Andreou  (C),  Mid-Carolina 

Cardiology,  2555  Court  Dr.,  Ste. 

250,  Gastonia  28054 
Lori  Anne  Aronson  (RESIDENT),  202 

Brookgreen  Drive,  Chapel  Hill 

27516 
Paula  Winifred  Cram  Arriaga  (PHYS 

ASST),  31  Old  Cove  Road,  Black 

Mountain  28711 
Angelita  Guarin  Balbas  (RESIDENT), 

710    Patton    Circle,    Apt.    18, 

Winterville  28590 
Scott    Michael    Blackmon    (STU- 
DENT),   5208-F    Penrith    Dr., 

Durham  27713 
Angela  Brewer  Brooks  (PHYS  ASST), 

Snow  Hill  Medical  Center,  302  N. 

Greene  Street,  Snow  Hill  28580 
Daniel  John  Cadwallader  (PHYS 

ASST).    361    8th    Street.    NW. 

Hickory  28601 
Lauren  Elizabeth  Chapman  (PHYS 

ASST).  Carolina  Neurosurgery  & 

Spine,  1010  Edgehill  Road  North, 

Charlotte  28207 
Emily  Gayle  Dean  (RESIDENT),  204 

Kent  Road,  Greenville  27858 
Thomas  DeVito  (PHYS  ASST),    17 

Dixie  Trail.  Raleigh  27607 
Susan  Haller  Edwards  (PHYS  ASST), 

4409   Huntington   Forest  Lane, 

Gastonia  28056 
William    Gary    Engstrom    (PHYS 

ASST),  Davie  Dermatology.  PA, 

121  Medical  Drive.  Advance  27006 
Nancy  Irene  Faller  (AN),  Piedmont 

Anes.  &  Pain  Consults,  3 1 8  Forsyth 

Medical  Park.  Winston-Salem 

27103 
Hailing  Fei  (IM).  610  Candler  Lane, 


Apt.  118,  Charlotte  28207 
Kenneth  Stuart  Fink  (RESIDENT), 

6205   Farrington  Rd.,  Apt.  0-9, 

Chapel  Hill  27514 
Charles  E.  Frazier  (IM),  213-A  E. 

Bessemer  Avenue,  Greensboro 

27401 
Dana    Galinsky-Malaguti    (PHYS 

ASST),   6019   Dockside   Drive, 

Hickory  28601 
Rhonda  Rae  Gardner  (PHYS  ASST), 

4505  Harvard  Avenue.  Greensboro 

27407 
Edward  Darrell  Huechtker,  Sr.  (PHYS 

ASST),   805   Brickyard  Court, 

Greenville  27858 
Annie  Margaret  Jackson  (N),  Neuro. 

Assocs.  of  Rutherford.  141  Laurel 

Hill  Dr.,  Ste.  #3.  Rutherfordton 

28139 
Patrick  Lauren  Kelsey  (PHYS  ASST), 

158   Brickyard  Road,  Asheville 

28806 
Timothy  Carl  Kwiatkowski  (RESI- 
DENT). 2200  Crescent  Avenue. 

Charlotte  28207 
David  Ralph  Lange  (PHYS  ASST). 

2894  Brookridge  Drive,  Valdese 

28690 
Bradford  W.  Lawrence  (PHYS  ASST). 

Hickory  Heart.Lung  &  Vascular. 

420  N.   Center  Street.   Hickory 

28601 
Larry  Paul  Lease  (PHYS  ASST).  1305 

Chandlers  Field  Dr.,  Waxhaw 

28173 
Kimberly  Jayne  Martin  (PHYS  ASST), 

1208  Carolina  Beach  Ave.  N.,  #B- 

3,  Carolina  Beach  28428 
Guy  Anthony  Mazzone  (PHYS  ASST), 


Carolina  Regional  Orthopaedics, 
123  Hospital  Drive,  Tarboro  27886 

Kevin  Patrick  McMullen  (RESI- 
DENT), WFU  Baptist  Medical 
Center.  Medical  Center  Blvd., 
Winston-Salem  27157 

Maureen  Ann  McPeak  (PHYS  ASST), 
5322-B  Fox  Cove  Lane.  Greens- 
boro 27407 

Lori  Abel  Meyerhoffer  (IM),  1909 
Fawndale  Dr.,  Raleigh  27612 

Douglas  William  Milroy  (PHYS 
ASST),  First  Health  Family  Care 
Ctr.,  210  E.  Main  St.,  PO  Box  579, 
Candor  27229 

Linda  K.  Mitchell-Frye  (OBG),  Caro- 
linas  Women's  Center,  PO  Box 
692,  Laurinburg  28353 

Elwood  Daniel  Moore,  Jr.  (PHYS 
ASST),  Orthopaedics  East,  604 
Medical  Drive,  Greenville  27834 

Efrain  Perez-Rivera  (OBG),  Eastern 
Carolina  Women's  Ctr.,  PO  Box 
625,  Edenton  27932 

Susan  Lynn  Retry  (PHYS  ASST).  500 
N.  Duke  Stret.  #55307,  Durham 
27701 

Mark  Donald  Piehl  (PD),  CARElina 
Medical  Associates,  3000  New  Bern 
Avenue,  4th  Fir..  Raleigh  27610 

William  Eugene  Plant  (PHYS  ASST), 
1132  Old  Highway  70,  Black 
Mountain  28711 

Steven  Donald  Recker  (PHYS  ASST), 
Lumberton  Children's  Clinic,  400 
Liberty  Hill  Road,  Lumberton 
28358 

Vicky  L.  Rholl  (PTH).  Pisgah  Associ- 
ates of  Pathology,  514  Park  Hill 
Ct.,  Hendersonville  28739 
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Mary  Elizabeth  Schlegel  (OBG),  8 
Davie  Circle,  Chapel  Hill  27514 

Mark  Lee  Seatvet  (PHYS  ASST),  220 
Staffordshire  Road,  Winston-Sa- 
lem 27103 

Sten  Yngve  Solander  (R),  UNC  School 
of  Medicine,  Dept.  of  Radiology, 
CB  7510,  Chapel  Hill  27599 

Blake  Addison  Spain,  Mecklenburg 
Medical  Group,  3535  Randolph 
Rd.,  Ste.  300.  Charlotte  28211 

Bertram  Jason  Stemmler  (RESI- 
DENT), 300  Laurel  Springs  Dr. 
#309,  Durham  27713 

Kevin  Bruce  Vanhoy  (PHYS  ASST), 
606  Highland  Ridge  Dr..  China 
Grove  28023 

Angela  Borden  Wade  (PHYS  ASST). 
1314  Adams  Farm  Pkwy.  Apt.  A. 
Greensboro  27407 

Edward  Carl  Warren  (PHYS  ASST). 
Cashie  Medical  Center.  PO  Box 
509.  Windsor  27983 

Ian  Thompson  Welliver  (PHYS 
ASST),  129  McDowell  Street. 
Asheville  28801 

Irving  David  Wight  (PHYS  ASST). 
483  Wilhelm  Place.  NE.  Concord 
28025 

Lynne  Baheyeah  Williams  (PHYS 
ASST).  120  Sun  Road.  Lumberton 
28358 

Rufus  Delro  Williams.  Jr.  (PHYS 
ASST).  2319-C  Cloverdale  Av- 
enue. Winston-Salem  27103 

William  Scott  York  (RESIDENT),  26 
S.  Circle  Drive.  Chapel  Hill  27516 

Peter  C.  Young  (D).  Miller  Dermatol- 
ogy &  Laser  Ctr.  3803-A  Com- 
puter Dr..  Ste.  100,  Raleigh  27609 

Amanda  Zimmerman  (PHYS  ASST), 
2827  Lyndhurst  Avenue.  Winston- 
Salem  27103 

Alexander 

James  Arthur  Benson  (IM).  Alexander 
Internal  Medicine.  320-B  Third  St.. 
SW.  Taylorsville  28681 

Avery 

Alfred  Douglas  Earwood  (FP).  Elk 
River  Medical  Assocs.,  PA,  PO  Box 
1568.  Banner  Elk  28604 


Bertie-Gates-Hertford 

Stephen  M.  Weiss  (GS),  606  S.  Acad- 
emy St..  Aho.skie  27910 

Brunswick 

Jugta  Kahai  (PD).  Oak  Island  Pediat- 
rics. 4700  E.  Oak  Island  Dr..  Oak 
Island  28465 

Buncombe 

Myron  Burton  Lezak  (GE),  63  Zillicoa 
Street.  Asheville  28801 

Cabarrus 

Brigid  Morris  (IM).  Kannapolis  Inter- 
nal Medicine.  559  Jackson  Park 
Road.  Kannapolis  28083 

Catawba 

Stephen  Joseph  Sladicka  (ORS).  Caro- 
lina Orthopaedic  Spec.  912  2nd 
St..  NE.  Hickory  28601 

Craven-Pamlico-Jones 

Manuel  Montero  (IM).  Eastern  Neph- 
rology Associates.  3650  Neuse  Bou- 
levard. New  Bern  28560 

Cumberland 

Issa  Elgendy  (PD).  Melrose  Pediatric 

Care.  1 26 1  -B  Oliver  St. .  Fayette ville 

28305 
James  E.  Lowe,  Jr.  (PS),  2915  Raeford 

Rd.,  Ste.  101,  Fayetteville  28303 
Robert  Earl  Meeks,  Jr.,  Women's 

Wellness  Center.  PA.  2950  Village 

Dr..  Fayetteville  28304 

Durham-Orange 

Henry  Cooper  McDade.  Ill  (STU- 
DENT). 1904  So  Hi  Drive, 
Durham  27703 

Gaston 

Jeffrey  Lynn  Canose,  Caromont  Health, 
2525  Court,  Gastonia  28054 

Matthew  Thomas  Matthew  (AN).  2624 
Steeplechase  Road.  Gastonia  28056 

Greater  Greensboro  Society  ofMed. 

Wayne  Chih-Wei  Wu  (IM). 
Tannenbaum  Medical  Assocs..  301 
E.  Wendover  Ave..  Ste.  200, 
Greensboro  27401 


Haywood 

Anna  Elisa  Lope  Stratton  (FP),  1250 
East  Street,  Waynesville  28786 

Iredell 

Matthew  J.  Johnson  (MFS),  Iredell 
Oral  &  Facial  Surgery,  156  Center 
Church  Rd.,  Ste.206,  Statesville 
28677 

Lenoir-Greene 

Nawaf  Ghatfan  Atassi  (IM),  Eastern 
Nephrology  Associates,  608  Air- 
port Road,  Kinston  28504 

Mecklenburg 

Lisa  Durham  Houchin  (PDE),  465  N. 
Wendover  Avenue,  Charlotte 
28211 

Samuel  Edward  Navon  (OPH).  Caro- 
lina Eye  Associates,  2200  E.  7th 
Street,  Charlotte  28204 

Michael  Bradley  Potter  (FP),  Univer- 
sity Family  Physicians.  103 10  Mal- 
lard Creek  Rd..  Charlotte  28207 

Scot  Bradley  Rheinecker  (PHYS 
ASST).  3072  Whitcomb  St..  Char- 
lotte 28269 

Moore 

Renan  Pierre-Louis  (FP).  26  Riviera 
Drive,  Pinehurst  28374 

New  Hanover-Pender 

Richard  Scott  Carley  (EM),  322  Cause- 
way Drive,  Ste.  902,  Wrightsville 
Beach  NC28480 

Pitt 

Lea  Anderson  (PD),  Our  Children's 
Clinic,  PA,  4024-A  Old  Tar  Road, 
Winterville  28590 

Ronald  Ray  Morrison  (PD),  Brody  Sch. 
of  Med  at  ECU-Peds.,  600  Moye 
Boulevard,  Greenville  27858 

Brian  Corey  Tyler  (PD),  Greenville 
Pediatrics,  300  Bethesda  Drive, 
Greenville  27834 

Richmond 

Adeel  Mohammad  Siddiqui  (IM), 
Richmond  Int.  Med.  &  Cardiol- 
ogy. 1 15  Mallard  Ln..  Rockingham 
28379 
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Robeson 

Paul  Anthony  Nuttall  Gordon  (FP).  Fairmont  Medical 

Center,  208  lona  St..  Fairmont  28340 
Christine  Marie  Mellon  (OBG),  Lumberton  Clinic  of  OB- 

GYN,  PA,  725  Oak  Ridge  Boulevard,  Lumberton  28358 
Richard  Wilson  Mellon  (OBG),  Lumberton  Clinic  of  OB- 

GYN,PA,  725  Oak  Ridge  Boulevard,  Lumberton  28358 

Rowan 

Jennifer  Gaixaty  Hudson  (PD),  Salisbury  Children's  Clinic, 
720  Grove  Street,  Salisbury  28144 

Transylvania 

Joseph  T.  Pedersen  (RO),  Regional  Radiation  Oncology, 
1050  Neely  Road,  Brevard  28712 

Wake 

Jane  Frances  Barlow  (OM),  1 109  Wedgeland  Drive,  Raleigh 

27615 
Alain  Batawi  (C),  12429  Draco  Road,  Raleigh  27614 
Timothy  Albert  Dunn  (R),  3416  Sir  Colleton  Court,  Raleigh 

27612 
Kenneth  Albert  Holt  (IM),    1001   Cowper  Dr.,  Raleigh 

27607 
Rebekah  Marie  Oyler  (D),  800  Springfield  Commons  Dr., 

Suite  115,  Raleigh  27609 


"In  a  certain  sense  every  drug  a  doctor  administers 
and  every  operation  a  surgeon  performs  is  experi- 
mental in  that  the  result  can  never  be  mathemati- 
cally calculated,  the  doctor's  judgment  and  the 
patient's  response  being  variables  indeterminable 
by  any  law  of  averages." 

-Harvey  Gushing,  1 935 


To    protect    your    reputation,    we 
take    every    claim    seriously. 

Even  the  most  absurd  claims  can  be 
damaging  if  they're  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more 
than  60  years  of  experience  in  medical 
liability  insurance  is  brought  to  bear  on  each 
and  every  claim,  no  matter  how  frivolous 
that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the 
way  to  the  United  States  Supreme  Court,  at 
no  additional  cost  to  policyholders.  Because 
you  can't  put  a  bandage  on  a  damaged 
reputation. 


^'Stl^ul 


Medical  Services 


©  2000  St.  Paul  Fire  and  Marine  Insurance  Conipany 
Coverages  underwrirten  by  St.  Paul  Fire  and  Marine  Insurance 
Company  or  another  member  of  The  St.  Paul  Companies 

ww^v,  stpaul.com 
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Instructions  for  Authors 


The  North  Carolina  Medical  Journal  is  a  medium  for 
communication  with  and  by  members  of  the  medical  com- 
munity of  this  state.  The  Journal  publishes  six  times  a  year: 
in  January,  March.  May,  July,  September,  and  November. 
The  Journal  will  consider  for  publication  articles  relat- 
ing to  and  illuminating  medical  science,  practice,  and  his- 
tory; editorials  and  opinion  pieces;  letters;  personal  ac- 
counts; poetry  and  whimsical  musings;  and  photographs  and 
drawings.  Papers  that  relate  to  the  present,  past,  or  future 
practice  of  the  health  professions  in  North  Carolina  are 
especially  pertinent,  but  manuscripts  reflecting  other  per- 
spectives or  topics  are  welcomed.  Prospective  authors  should 
feel  free  to  discuss  potential  articles  with  the  editors. 


Manuscript  Preparation 

Prepare  papers  according  to  the  "Uniform  Requirements  for 
Manuscripts  Submitted  to  Biomedical  Journals"  (N  Engl  J 
Med  I991;324;424-8)  with  the  following  exceptions:  1)  no 
abstract  is  needed;  2)  no  running  title  is  needed;  and  3 )  report 
measurements  in  metric  units;  use  of  the  International  Sys- 
tem of  Units  (SI)  is  optional. 

Submit  a  cover  letter  and  a  3  1  /2-inch  computer  disk  that 
contains  the  text  written  in  MS  DOS-  or  Macintosh-compat- 
ible format.  Also  enclose  three  hard  copies  of  the  text  for 
review  purposes.  Double  space  text  with  one-inch  margins. 
Please  do  not  "format"  the  text  (e.g.  no  variations  in  type 
size,  no  bold  face,  no  italics,  no  embedded  endnotes). 

Submit  photographic  illustrations,  in  duplicate,  as  high- 
quality  color  35mm  slides  or  5-by-7  or  8-by- 1 0-inch  glossy 
prints,  or  as  black-and-white  glossy  prints  (5-by-7  or  8-by- 
10-inch).  Label  all  illustrations  with  author' s  name,  number 
them  sequentially  according  to  their  position  in  the  text,  and 
indicate  the  orientation  of  the  images,  if  necessary.  Do  not 
write  directly  on  the  backs  of  prints.  This  can  damage  them. 
If  figures  require  printing  in  four-color  process,  we  may  ask 
the  author  to  pay  printing  fees  or  a  portion  thereof. 

Submit  tables,  charts,  and  graphs  as  hard  copy  and 
include  copies  on  disk,  in  their  original  format  cmd  trans- 
lated as  TIFF,  PICT,  or  EPS  documents.  Type  all  figure 
legends  separately.  Type  and  double-space  all  tables,  one  to 
a  single  sheet  of  paper.  Tables  must  have  titles  and  consecu- 
tive Arabic  numbers. 

Keep  references  to  a  minimum  (preferably  no  more  than 


15),  retaining  those  that  document  important  points.  The 
"Uniform  Requirements"  cited  above  contain  reference  for- 
mat. We  customarily  list  the  first  three  authors  for  "et  al"- 
type  references.  Authors  are  responsible  for  the  accuracy 
and  pertinence  of  all  citations. 

Avoid  abbreviations  entirely  if  possible;  keep  them  to  a 
minimum  if  not.  When  used,  completely  define  abbrevia- 
tions at  the  first  point  of  usage  in  the  text. 


Manuscript  Review  and  Editing 

A  medically  qualified  editor  reads  all  manuscripts  and,  in 
most  instances,  sends  them  out  for  further  review  by  one  or 
more  other  members  of  the  North  Carolina  Medical  Society. 
Authors'  cover  letters  must  include  a  line  that  states  that 
their  submitted  manuscripts  are  not  under  consideration  for 
publication  elsewhere.  It  is  not  the  Journal's  policy  to 
reprif7t  previously  published  articles.  Decisions  to  publish 
or  not  are  made  by  the  editors,  advised  by  the  peer  reviewers. 

We  encourage  a  relatively  informal  writing  style  since 
we  believe  this  improves  communication.  Imagine  yourself 
talking  with  your  unseen  audience — as  long  as  this  doesn't 
lead  you  to  scientific  or  linguistic  inaccuracy.  Be  brief,  clear, 
simple,  and  precise. 

We  edit  accepted  manuscripts  for  clarity,  style,  and 
conciseness.  Except  for  letters,  authors  receive  a  copy  of  the 
edited  manuscript  for  their  review  and  approval  before 
publication.  Manuscripts  not  accepted  will  not  be  returned. 

Authors  retain  copyright  to  articles  published  in  the 
North  Carolina  Medical  Journal,  but  the  North  Carolina 
Medical  Society  copyrights  the  contents  of  each  entire  issue. 
Requests  for  permission  to  reprint  all  or  any  part  of  a 
published  article  must  be  submitted  in  writing  to  the  address 
below  and  negotiated  with  the  author  and  editor  jointly. 
Reprinted  material  must  carry  a  credit  line  identifying  that  it 
appeared  in  the  North  Carolina  Medical  Journal. 


Submissions 

Editor,  North  Carolina  Medical  Journal 
Box  3910,  DUMC  Durham,  NC  27710 
Telephone  919/286-6410,  Fax  919/286-9219 
E-mail:  nash0004@mc.duke.edu 
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Speaking  of  Medicine 

"Talking  with  Patients" 


Ever  since  I  told  a  crowded  room  I  had  a  Bavarian  cyst 
and  not  only  did  no  one  laugh,  but  two  others  had  the 
same  thing,  I've  been  convinced  that  doctor  and  patient 
do  not  speak  the  same  language.  They  speak  Latin.  We 
speak  Reader's  Digest. 

— Enna  Bombeck 

The  call  for  the  "old-time  physician"  is  not  a  call  for  a 
wise  old  man  with  a  little  black  bag  and  a  few  harmless 
(and  useless)  nostrums,  but  a  yearning  for  communica- 
tion in  a  common  language. 

— Jerome  Lowenstein 

In  explaining  a  disease,  when  the  case  is  thoroughly 
understood,  one  should  announce  the  diagnosis  like 
unfurling  a  banner  from  the  rooftop  of  your  house,  or 
blowing  a  conch.  But  when  the  situation  is  confused, 
one  should  talk  ambiguously,  like  a  snake  with  a  forked 
tongue. 

— Anonymous,  1688 

In  learning  to  talk  to  his  patients,  the  doctor  may  talk 
himself  back  into  loving  his  work.  He  has  little  to  lose 
and  everything  to  gain  by  letting  the  sick  man  into  his 
heart. 

— Anatole  Broyard 

A  practitioner  of  experience  does  not  seize  the  patient's 
forearm  with  his  hand,  as  soon  as  he  comes,  but  first  sits 
down  and  with  a  cheerful  countenance  asks  how  the 
patient  finds  himself;  and  if  the  patient  has  any  fear,  he 
calms  him  with  entertaining  talk,  and  only  after  that 
moves  his  hand  to  touch  the  patient. 

— Aldus Aurelius  Cornelius  Celsus,  25 BC-50AD 

From  a  modem  doctor's  perspective,  a  patient  is  a 
bundle  of  biological  matter,  a  collection  of  tissues  to  be 
rolled  in  and  out  of  treatment,  x-ray,  and  operating 
rooms.  A  doctor  needs  to  know  nothing  about  the  soul 
wrapped  in  those  tissues. 

— Lewis  Mehl-Madrona 


And  I  kept  telling  you  I  ached! 


-Epitaph,  anonymous 


Selections  from  "Medicine  in  Quotations,"  ACP-ASIM  Online: 
http://www.acponline.org/medquotes/index.html 
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When  one  of  our  insured  physicians  faces  a  medical  malpractice  lawsuit,  our  Diamond  Defense  goes  to  work,  protecting  your 
reputation,  your  practice,  your  livelihood.  With  more  than  300  trial  victories,  including  some  of  the  most  difficult  malpractice 
cases  in  North  Carolina  histoiy,  these  attorneys  are  the  core  of  our  team.  They're  tough,  they're  aggressive,  and  they're  always 
available  for  Medical  Mutual  member's. 


Call  today  and  find  out  how  to  join 

the  Medical  Mutual  team. 

When  it  matters  most,  we're  with  you  all  the  way 


The  Medical^Mutual  Group 

Medical  Muliial  Insurance  Company  of  North  Camlina 
PC  Box  98028  •  Raleish,  NC  27624  •  800-662-7917 


www.medicaimutualgroup.com 


What  can  a  map  tell  you  about  a  computer  system? 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolinas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross  /  Blue  Shield 
(with  no  per-claim  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unniatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  dakns 
transmission  in  a  practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustiate  the  value  of 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 
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can  help  you  grow. 
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Call  Your  Oum. 


On  DEWEES  Island  -  located  just  minutes  from  Charleston,  SC  -  this 
is  a  way  of  life.  Here  you'll  find  an  enrire  comniunit}'  of  residents  who 
"seize"  each  and  every  day. .  .seize  the  day,  and  wring  it  for  every  possible 
drop  of  life,  laughtet,  and  enjoyment.  This  is  a  place  where  a  stroll  around 
the  Island  will  take  you  past  a  father  teaching  his  children  to  fish ...  a 
grandfather  and  granddaughter  shelling  on  the  2'/:  miles  of 
beach... and  perhaps  a  family  boiling  fresh  caught  shrimp  or 
steaming  oysters  for  a  meal.  I  More  than  anything,  Dewees  is  a 
place  of  unpretentious  "reaJness,"  where  "Island  values"  are  old- 
fashioned  values. .  .where  a  20-minute  ferr}'  ride 
separates  you  and  yours  from  the  worries  of  the 
mainland,  and  every  new  day  promises  discovery 
and  learning  within  1 ,200  acres  of  untamed, 
natural  beauty. .  .where  90  percent  of  the  Island 
is  undisturbed.  M  This  is  a   150-home 
community  with  homesites  that  average  over  two 
acres  and  begin  at  $425,000.  ■  Ifyou'd  like  more 
information  on  our  private  Island,  please  call 
843-886-8783 


Dewees  Island  Real  Estate,  Inc. 

46  4 1  St  Avenue,  Isle  of  Palms,  South  Carolina 

ixrivw.  deweesisland.  com 

Come  experience  Dewees  for  a  night  in  our  beautiful, 
new  guest  lodge.  For  availability,  call  1-800-444-7352 
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Letters  to  the  Editor 


DHHSLinkstoNCMedJ 

To  the  Editor: 

As  a  public  information  officer  with  the  NC  Department 
of  Health  and  Human  Services.  I  provide  pubhc  affairs/ 
public  information  support  to  the  Epidemiology  staff  in  the 
NC  Division  of  Public  Health.  That  support  includes  web 
page  content  development. 

Three  of  our  Epidemiology  staff  recently  published  an 
article  in  your  journal:  "Ozone:  The  Good,  the  Bad.  and  the 
Ugly"  [NC  Med  J  2000;61(2):84-9].  Rather  than  just  post 
that  article  alone  on  our  DHHS  "Ozone  and  Your  Health" 
webpage.  I  would  like  to  add  a  link  on  our  website  to  the 
Journal  website.  That  would  both  provide  access  to  the 
article  itself  and  expand  the  public's  awareness  of  your 
publication. 

The  Journal  is  a  great  resource  for  the  public  as  well  as 
for  North  Carolina  physicians.  We'd  like  to  add  a  link  to  your 
homepage  from  our  Division  of  Public  Health  page  as  well 
to  give  it  even  wider  exposure.  Would  there  be  any  problem 
with  us  providing  those  links? 

Carol  Schriber 

Office  of  Public  Affairs 

NC  Department  of  Health  and  Human  Services 

Raleigh.  NC 
919/733-9190 

The  Editor  Replies: 

No  problem  at  all!  We're  delighted.  This  interactivity 
and  information  exchange  is  exactly  what  we  want  to  achieve 
by  creating  a  full  online  version  of  the  Journal. 

Correction  Noted, Thanks 

To  the  Editor: 

In  perusing  the  current  issue  of  my  favorite  state  medical 
journal,  I  read  [State  Health  Director]  Dr.  McBride's  assess- 
ment of  the  state  of  public  health  (N  C  Med  J  2000:61 :  166- 
9).  I  note  that  the  name  of  the  current  director  of  the  National 
Science  Eoundation  is  misspelled.  It  is  shown  as  "Caulwell," 
not.  correctly,  as  "Colwell." 

Stanley  I.  Music,  MD,  DTPH  (Lond.) 

PO  Box  4 
West  Point.  PA  19486 


Pepper  Spray  Just  Won't  Go  Away 

To  the  Editor: 

It  will  interest  you  to  know  that  I  made  reference  to  your 
article  on  Health  Hazards  of  Pepper  Spray  by  Smith  and 
Stopford  [NC  Med  J  1999:60(5):268-74]in  the  following 
letter  to  the  editors  of  the  Ottawa  [August  3,  2000].  The 
paper  also  published  the  link  to  the  article.  Of  course,  they 
published  an  edited  version  of  my  letter: 

"Pepper  Spray  is  Dangerous.  Even  Lethal 

"I  recently  wrote  to  my  member  of  Parliament  concern- 
ing the  use  of  pepper  spray  by  police  and  other  law  enforce- 
ment agents,  in  particular  during  protest  rallies. 

"I  urged  Lanark-Carleton  MP  Ian  Murray  to  demand 
a  federal  ban  on  the  use  of  pepper  spray  by  all  law  enforce- 
ment agencies,  particularly  for  crowd  control.  There  is 
considerable  evidence  that  it  leads  to  more  violence  and 
confusion.   It  can  also  be  fatal  for  some  people. 

"A  report  on  the  health  effects  of  pepper  spray  was 
published  in  the  September/October  1999  edition  of  the 
North  Carolina  Medical  Journal.  It  is  available  on  the 
Internet  at  www.ncmedicaljoumal.com/Smith-OK. 

"The  report's  information  is  alarming  but  the  message 
is  clear.  Pepper  spray's  chemicals  are  dangerous  and  can  be 
lethal. 

"In  a  letter  sent  to  all  MP's  regarding  last  November's 
incident  on  Parliament  Hill  when  homeless  protesters  were 
pepper-sprayed  by  officers  from  the  Royal  Canadian  Mounted 
Police,  the  Coalition  for  a  Federal  Ban  on  Pepper  Spray 
states:  'At  least  1 2  people  were  pepper  sprayed  and  six  were 
taken  to  hospital  for  treatment.  The  RCMP  did  not  give  a 
verbal  warning  to  protesters  with  the  Ontario  Coalition 
Against  Poverty  protesters  before  its  use.' 

"The  coalition  states:  'We  call  this  a  crime  because 
pepper  spray  can  cause  the  protective  layer  of  the  eye  to 
become  denuded,  which  can  lead  to  blindness;  cause  severe 
pain  to  skin  and  mucous  membranes:  cause  respiratory 
distress  including  an  asthmatic  attack  and  severe  shortness  of 
breath:  and  cause  severe  gastritis  and  diarrhea.'" 

The  letter  as  well  as  many  articles  on  pepper  spray  can 
be  found  on  the  Internet  at  www.interlog.com/~cjazz/pep- 
per. 

There  are  also  documented  cases  of  death  due  to  pepper 
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spray  in  both  the  United  States  and  Canada.  The  recent 
deaths  in  July  of  two  men  in  Montreal  after  being  pepper 
sprayed  by  police  should  alert  most  Canadians  to  this  grow- 
ing problem. 

Jennifer  Tsun 
Lanark,  Ontario,  Canada 
elphinseer@perth.igs.net 

Medical  Malpractice: 
'Fixing'  Is  Not  So  Simple 

To  the  Editor: 

In  his  article  on  medical  malpractice  [NC  Med  J 
2000;61(4):227-30],  Dr.  Guha  makes  many  valid  points,  but 
I  disagree  that  there  is  any  one  solution  to  the  medical 
malpractice  problem.  Regulating  expert  medical  case  review 
and  analysis  would  be  a  big  step  in  the  right  direction,  but  it 
is  simplistic  to  state  that  regulation  of  expert  medical  testi- 
mony alone  would  solve  'most  of  the  problems  of  medical 
malpractice." 

Analyses  by  Harvard  researchers  of  adverse  events  oc- 
curring in  hospitalized  patients  in  New  York,  Utah,  and 
Colorado  demonstrate  that  iatrogenic  injury  is  common- 
place(3-4%  of  hospitalizations).  Most  adverse  events  are 
related  either  to  surgery  or  to  drug  therapy.  One-third  to 
one-fourth  of  these  adverse  events  stems  from  negligence. 

The  contention  that  it  is  possible  to  minimize  medical 
errors  by  coercing  'bad'  doctors  to  be  'good'  stems  from  an 
archaic  way  of  characterizing  the  etiology  of  most  medical 
errors.  When  a  patient  suffers  an  adverse  event,  it  signals  a 
need  to  reassess  the  framework  within  which  that  patient 
received  care  in  order  to  avoid  future  adverse  events.  Health 
plans  and  managed  care  systems  should  join  hospitals  and 
physicians  in  monitoring  the  quality  of  health  care  delivery, 
taking  action  when  adverse  events  occur  and  assuming  re- 
sponsibility when  injury  occurs,  regardless  of  whether  a 
malpractice  claim  is  filed.  Let  us  move  away  from  the  bad 
apple  approach  to  medical  malpractice  and  toward  making 
the  entire  health  care  system  responsible  for  reducing  medi- 
cal malpractice. 

Barton  R.  Paschal,  MD 
Asheville  Hematology  &  Oncology  Associates,  PA 

One  Doctors  Drive 
Asheville,  NC  28801-4608 

Bioterrorism — a  World-Wide  Concern 

To  the  Editor: 

1  would  greatly  appreciate  a  copy  of  the  article 
"Bioterrorism;  a  new  threat  with  psychological  and  social 
sequelae"  [Smith  CG,  Veenhuis  PE.  MacCormack  JN.  NC 
Med  J  2000;61(3):  150-63]. 

Zalman  Kaufman 

The  Israel  Center  for  Disease  Control 

Gertner  Institute.  Chaim  Sheba  Medical  Center 

Tel-Hashomer  52621.  Israel 
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Peggy  E.  Goodman,  MD 

Associate  Professor,  Department  of  Emergency  Medicine 

Brody  School  of  Medicine 

East  Carolina  University 

Chair,  NCMS  Domestic  Violence  Committee 

Doctors  are  becoming  increasingly  aware  of  the  public  health,  safety,  and  financial  problems 
posed  by  domestic  violence  (DV).  The  law  enforcement  community  has  known  about  this  for  many 
years,  but  only  over  the  past  five  years  has  it  received  much  attention  from  the  medical  community. 
Physical  abuse  was  once  the  sole  province  of  emergency  physicians;  primary  intervention  and  referral 
of  victims  went  largely  unattended. 

This  issue  of  the  Journo/  presents  several  perspectives  on  the  groups  and  issues  involved  with 
DV.  In  many  parts  of  our  state,  emergency  medical  services  (EMS)  interact  most  often  with  the  abused, 
because  many  of  these  victims  cannot  or  will  not  seek  medical  assistance  in  emergency  departments, 
clinics,  or  doctors'  offices.  Therefore,  it  is  important  that  EMS  personnel  be  aware  of  the  issues  and 
dynamics  of  DV  to  ensure  the  safety  of  their  patients  (and  themselves)  when  they  respond  to  a  DV  or 
assault  call. 

It  is  important  to  recognize  the  perspective  and  effects  of  DV  on  children  in  an  abusive 
household.  Even  in  cases  where  violence  is  focused  on  the  partner,  it  can  have  unrecognized 
psychological  effects  on  the  children — confusion,  fear  and  anger — which  result  in  patterns  of  behavior 
that  need  to  be  recognized  and  addressed.  Physical  abuse  is  more  obvious,  but  psychological  abuse 
leaves  no  physical  scars,  which  only  makes  it  that  much  more  difficult  to  diagnose.  Too  often,  victims 
of  psychological  abuse  develop  coping  mechanisms  that  make  treatment  or  referral  a  frustrating 
challenge  for  those  attempting  to  help  them. 

Another  hidden  facet  of  DV  is  elder  abuse.  It  may  persist  unrecognized  for  30  years  or  more, 
to  be  diagnosed  only  when  a  frail  elder  requires  greater  interaction  with  the  medical  community. 

The  doctor  can  play  a  key  role  in  documentation,  which  provides  information  to  referral 
agencies  about  existing  circumstances  and  patterns  of  behavior,  illness  or  injury.  A  well-documented 
record  of  episodes  that  have  occurred  can  help  victims  of  DV.  Some  doctors  minimize  incidents  of  DV 
because  they  fear  retribution,  or  lengthy  legal  interactions,  or  they  simply  want  to  avoid  opening  a 
"Pandora's  box."  Good  documentation  techniques  help  both  the  doctor  and  the  patient,  and  may 
lessen  some  of  these  concerns.  The  worst-case  consequence  of  DV  is  homicide  or  suicide.  But  victims 
and  their  relationships  often  show  characteristic  patterns  which,  if  detected,  can  alert  health  care 
professionals  and  help  to  avert  these  catastrophic  events. 

The  goal  of  this  special  issue  is  to  show  these  multiple  perspectives,  and  to  reinforce  the  idea 
that  DV  is  not  "just  a  legal  problem"  or  "just  an  Emergency  Department  problem."  It  is  everyone's 
problem;  as  doctors,  parents,  spouses,  teachers,  and  members  of  society,  it  is  our  responsibility  to  do 
what  we  can  to  mitigate  it. 


V 


^ 
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Physician  Assistants 


AYoung  Profession  Celebrates  the  SS**"  Anniversary 
of  Its  Birth  in  North  Carolina 

Reginald  D.  Carter,  PhD,  PA,  and  Justine  Strand,  MPH,  PA-C 


The  physician  assistant  (PA)  profession  began  at  Duke 
University  Medical  Center.  It  celebrates  its  35"^  birthday  on 
October  6,  2000.  The  national  success  of  PA  programs  can 
be  traced  to  North  Carohna's  leadership  in  developing  and 
using  this  new  kind  of  health  care  professional.  The  North 
CaroUna  Medical  Society,  North  Carolina  Medical  Board, 
state  legislators,  and  state  agencies  like  the  Office  of  Rural 
Health  and  Area  Health  Education  Centers  { AHECs)  worked 
together  to  make  the  program  a  reality.  The  evolution  of  the 
profession  has  been  described  in  several 
articles  in  the  North  Carolina  Medical  Jour- 
nal}'^ We  review  here  the  development  of 
the  PA  concept,  the  establishment  of  the 
profession,  the  expansion  of  the  Duke 
curriculum  from  certificate  to  master's 
degree,  and  trends  in  practice  characteris- 
tics of  Duke  PA  alumni. 


History  and  Background 


In  the  1950s  Duke  hospital  faced  an  in- 
creased demand  for  services  and  a  shortage 
of  all  types  of  nursing  and  allied  health 


In  the  late  1950s  and  early  1960s,  Dr.  Stead  and  Thelma 
Ingles.  RN.  proposed  a  program  to  train  nurse  clinicians  at 
Duke  Hospital.  Three  times  the  National  League  of  Nursing 
denied  accreditation  to  the  program,  asserting  that  it  was  at 
least  inappropriate  and  perhaps  dangerous  for  nurses  to 
assume  medical  tasks.  Dr.  Stead  considered  recruiting  Durham 
firemen  to  his  fledgling  program,  but  then  decided  that 
veterans  of  the  military  medical  corps  were  more  suitable 
candidates. 

On  February  I,  1966.  Dr.  WiUiam 
Anlyan  (Dean  of  the  School  of  Medicine 
at  Duke)  appointed  a  commiuee  to  ex- 
plore the  potential  roles  for  a  PA.  includ- 
ing education  and  experience  requirements, 
and  the  scope  of  responsibilities.  In  Sep- 
tember 1967.  Dr.  E.  Harvey  Estes,  Jr.,  in 
the  Department  of  Community  Health 
Sciences,  assumed  administrative  respon- 
sibility for  the  new  program.  Dr.  Estes 
mo\ed  quickly  to  establish  the  concept  in 
North  Carolina  and  the  nation.  The  first 
three  PA  students  graduated  at  Duke  on 
October  6,  1967. 

A  series  of  conferences  held  between 


Figure  1.  Dr.  Eugene  A.  Stead,  Jr., 
founderof  thie  Duke  PA  program. 

personnel.  Dr.  Eugene  A.  Stead.  Jr..  then  chairman  of  the  March  1968  and  April  1972  promoted  the  PA  concept.  The 

Department  of  Medicine,  envisioned  a  physician's  assistant  as  first  two  focused  on  curriculum  development  and  ways  to 

a  way  to  provide  clinical  support*"' -  and  to  allow  rural  physi-  establish  PA  programs.  The  third  solicited  the  leadership  of 

cians  to  leave  their  practices  to  pursue  continuing  education  organized  medicine  to  set  accreditation  standards  for  PA 

opportunities.  His  experience  at  Emory  University  during  education  and  to  develop  national  certification  through 

World  War  II  had  convinced  Dr.  Stead  that  after  two  years  of  standardized  examinations  and  continuing  medical  educa- 

training  individuals  would  be  prepared  to  help  doctors  in  tion  requirements.  Third  party  reimbursement,  public  and 

patient  care.  In  the  1940s,  he  had  seen  medical  students  help  professionalacceptanceofPAs.  hospital  credentials,  produc- 

run  Grady  Hospital,  while  doctors  were  educated  and  de-  tivity  and  cost-benefits  of  using  PAs.  and  professional  liabil- 

ployed  to  the  military  in  three  years.  ity  issues  were  also  discussed.  The  fourth  conference  drafted 


Dr.  Carter  is  Director  of  the  Physician  Assistant  Program  and  Ms.  Strand  is  Chief  of  the  Physician  Assistant  Division  in  Duke's 
Department  of  Community  and  Family  IVIedicine,  Box  3848,  DUIVIC,  Durham  27710. 
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model  state  laws  to  enable  physicians  to  use  PAs  in  their 
practices.  These  conferences  helped  solidify  leaders  of  the 
"PA  movement"  into  a  highly  organized  and  effective  team 
of  health  policy  innovators. 

Initial  funding  for  the  PA  program  at  Duke  came  from 
an  unlikely  source.  As  a  member  of  a  study  section  of  the 
National  Heart  Institute,  Dr.  Stead  had  been  discussing 
informally  the  idea  of  training  former  military  corpsmen  as 
PAs.  In  1965,  Dr.  Herbert  Saltzman  from  Duke  asked  the 
Institute  for  funds  to  train  hyperbaric  chamber  operators,  as 
well  as  a  more  general  type  of  assistant  for  physicians.  The 
request  was  approved,  launching  the  first  formal  training 
program  of  this  type  in  the  US.  Until  then,  the  Institute  had 
supported  the  training  of  only  MD  and  PhD  candidates. 

In  December  1966,  Dr.  Stead  received  a  three-year 
grant  from  the  Josiah  Macy,  Jr.,  Foundation.  Other  grants 
followed  from  organizations  like  the  Carnegie  and  Rockefeller 
Foundations  and  the  Commonwealth  Fund.  In  May  1970, 
on  the  second  attempt,  a  national  review  board  approved  the 
North  Carolina  Regional  Medical  Program's  request  for 
partial  funding  of  the  Duke  program  (the  board  had  been 
reluctant  to  fund  an  educational  program  that  did  not  offer 
its  graduates  an  academic  degree).  These  funds  were  ex- 
tended for  another  year  in  July  1970. 

Dr.  Estes,  then  chair  of  the  Department  of  Community 
Health  Science,  and  Dr.  Robert  Howard,  the  PA  program's 
first  full-time  director,  had  been  soliciting  funds  from  various 
federal  agencies  since  1967.  All  attempts  failed  until  congress 
passed  the  Comprehensive  Health  Manpower  Act  in  1972. 
This  bill  authorized  support  for  PA  training,  and  the  Duke 
PA  program  received  its  first  Bureau  of  Health  Manpower 
grant  in  July  1972.  The  program  relied  primarily  on  federal 
funding  until  1982.  Today  it  is  financially  self-sufficient, 
using  federal  funds  only  to  support  minority  recruitment  and 
to  place  students  in  community-based  clinical  learning  sites 
located  in  medically  underserved  AHEC  regions  of  North 
Carolina  and  southern  Virginia. 


Duke's  Department  of  Community  Health  Sciences  deter- 
mined the  most  desirable  and  feasible  means  of  accommo- 
dating PAs  into  the  legal  framework  of  medical  practice.  The 
ultimate  objective  was  to  develop  model  legislation  that,  if 
enacted,  would  further  establish  the  position  of  physician 
assistants.  Two  ideas  dominated  the  discussion:  (1)  Since  the 
PA  role  was  ill-defined  and  the  concept  still  evolving, 
legislation  should  preserve  maximum  role  flexibility  conso- 
nant with  patient  safety.  ( 2)  Because  doctors  are  liable  for  the 
actions  of  their  assistants,  the  doctor  should  determine  the 
scope  of  a  PA's  practice.  A  final  recommendation  about 
exceptions  to  state  medical  practice  acts  made  it  clear  that 
doctors  may  delegate  tasks  to  assistants  as  long  as  they  exert 
responsible  supervision.  Quality  of  care  would  be  safe- 
guarded by  continuing  vigilance  of  the  supervising  doctor. 
On  May  9,  1975,  the  North  Carolina  General  Assembly 
passed  "an  act  to  limit  the  prescribing,  compounding,  and 
dispensing  of  drugs  by  certain  persons  approved  by  the  North 
Carolina  Board  of  Medical  Examiners  and  the  North  Caro- 
lina Board  of  Pharmacy."  This  bill  enabled  PAs  and  nurse 
practitioners  working  in  semi-autonomous  settings  (such  as 
rural  health  centers)  to  prescribe  certain  drugs,  waiving  the 
requirement  of  a  medical  doctor's  signature  on  all  prescrip- 
tions. In  February  1977  a  deputy  attorney  general  ruled  that 
"North  Carolina  statutes  proscribe  registered  nurses  and 
licensed  practical  nurses  from  carrying  out  orders  given  by 
physician's  assistants."  In  June  1977,  the  General  Assembly 
amended  the  North  Carolina  Nurse  Practice  Act  to  correct 
this  oversight  and  allow  nurses  to  carry  out  patient  care  orders 
from  a  PA.  Since  the  1980s,  North  Carolina  has  been  a  leader 
in  amending  its  laws  and  administrative  rules  to  improve  the 
effective  use  of  PAs  in  the  dehvery  of  health  care  services.  In 
1993,  the  Legislature  passed  a  bill  enabling  PAs  or  nurse 
practitioners  to  serve  on  the  North  Carolina  Medical  Board 
(formerly  the  Board  of  Medical  Examiners).  The  first  such 
person  appointed  by  the  governor  was  Wayne  Von  Seggen, 
a  PA  who  now  serves  as  the  Board's  president. 


Legal  Issues  and  Legislation 


Program  Accreditation 


From  the  beginning,  it  was  recognized  that  a  new  type  of 
health  care  provider  might  face  legal  difficulties,  given  the 
complexity  of  laws  licensing  medical  personnel."  The  initial 
question  was  whether  graduates'  activities  would  lie  outside 
the  scope  of  work  allowed  for  persons  operating  under 
mandatory  licenses.  In  1966,  the  North  Carolina  Attorney 
General  issued  an  advisory  opinion  that  the  performance  of 
physician-supervised  activities  would  not  contravene  the 
licensure  laws  of  the  state.  The  program  relied  on  this 
opinion  until  1971,  when  North  Carolina  wrote  an  exception 
for  physician  assistants  into  its  Medical  Practice  Act. 

In  1969,  a  year-long  project  sponsored  by  the  Depart- 
ment of  Health,  Education  and  Welfare  and  conducted  by 


In  December  1971,  the  House  of  Delegates  of  the  AMA 
adopted  "Essentials  for  an  Educational  Program  for  the 
Assistant  to  the  Primary  Care  Physician,"  which  established 
standards  for  the  education  of  physician  assistants.  The  Duke 
program  was  one  of  the  first  to  be  approved  in  1972.  The 
Duke  PA  program  was  re-accredited  for  the  maximum 
period  of  7  years  in  October  1996. 


Evolution  of  the  PA  Curriculum 

Dr.  Stead  saw  the  ideal  candidate  for  an  intensive  two-year 
curriculum  as  someone  with  prior  health  care  experience,  as 
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Figure  2.  Nursing  instructor  Kathleen  Andreoli  teaches  EKG  interpretations  to  the  firstfour  physician  assistant  students  enrolled  at 
Duke  (I.  to  r.,  Don  Guffey,  Vic  Germino,  Dick  Scheele,  Ken  Ferrell).  Photo  reproduced  from  Look,  Septembers,  1 966;  produced  by 
Roland  H.  Berg;  photographed  by  Phillip  Harrington. 


in  the  military  medical  corps.  He  was  not  overly  concerned 
about  formal  education  nor  about  what  type  of  certificate 
would  be  conferred  at  graduation.  Stead  believed  that  "a 
person  with  a  high  school  education,  a  reasonable  rate  of 
learning,  and  a  tolerance  of  the  unavoidably  irrational  de- 
mands often  made  by  sick  people  can  learn  to  do  well  those 
things  a  doctor  does  each  day.  Under  the  wing  of  the  doctor, 
such  a  physician' s  assistant  can  collect  clinical  data,  including 
the  history  and  physical  examination,  organize  the  material 
in  a  way  which  allows  its  use  in  diagnosis,  and  carry  out  any 
required  therapeutic  procedure  which  the  doctor  commonly 
uses."'-  Guided  by  this  principle  and  with  the  approval  of  an 
ad  hoc  committee  appointed  by  Dr.  Barnes  Woodhall.  then 
Vice-Provost  for  Medical  Affairs  at  Duke  University.  Dr. 
Stead  launched  his  program  in  October  1965.  The  first  four 
students.  Victor  Germino.  Donald  Guffey.  Richard  Scheele. 
and  Kenneth  Ferrell.  were  all  former  Navy  hospital  corps- 
men,  dedicated  to  providing  health  care  services  (Figure  2). 
Stead  recruited  a  clinically  trained  nurse  educator, 
Kathleen  Andreoli.  RN.  to  organize  the  first  nine-month 
didactic  phase  of  the  cuniculum.  Andreoli  had  been  instru- 
mental in  setting  up  the  nursing  component  of  the  cardiac 


care  unit  in  1965  under  the  direction  of  Dr.  Andrew  Wallace. 
Wallace  was  named  medical  director  of  the  PA  program  and, 
with  Stead.  Andreoli.  and  Mr.  James  Mau.  an  administrator 
in  the  Department  of  Medicine,  formed  the  program's 
academic  and  administrative  team.  Hospital  conference  rooms 
were  used  for  lectures,  and  the  adjoining  wards  were  used  to 
teach  physical  diagnosis  and  history-taking  skills.  Students 
learned  laboratory,  surgical,  and  clinical  skills  in  the  work 
setting.  Formal  instruction  consisted  of  140  hours  of  clinical 
medicine  and  nursing.  60  hours  of  anatomy  and  physiology, 
60  hours  of  pharmacology,  100  hours  of  animal  surgery,  and 
90  hours  of  electronics  instrument  theory  and  troubleshoot- 
ing. Hospital  doctors,  nurses,  and  support  staff  gave  lectures 
and  taught  students  clinical,  nursing,  and  technical  skills. 
Student  feedback  was  immediate,  and  schedules  and  content 
were  changed  as  needed.  The  students  were  opportunistic 
learners.  They  shared  with  each  other  the  skills  and  knowl- 
edge learned  in  the  Navy  and  didn't  hesitate  to  ask  house  staff 
to  let  them  see  interesting  cases  in  return  for  doing  routine 
clinical  tasks.  During  the  second  year,  students  were  assigned 
to  vaiious  teaching  services  and  clinical  laboratories  at  Duke 
Hospital,  Durham  Veteran's  Administration  Hospital,  Lin 
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coin  Hospital  in  Durham,  and  the  North  Carolina  State 
Prison  clinical  facilities  in  Raleigh. 

There  had  been  little  publicity  about  the  program  before 
the  first  class  was  selected.  This  changed  dramatically  after 
articles  in  the  Reader's  Digest''  and  Look  Magazine'''  an- 
nouncing the  new  Duke  program  to  the  public.  The  first  four 
students  had  been  hand-picked  from  a  small  pool  of  appli- 
cants; 200  people  applied  for  the  second  class  and  over  1000 
for  the  third  class  in  1967.  Class  size  quickly  expanded;  there 
were  four  part-time  and  nine  full-time  students  in  the  class 
of  1968  and  12  students  in  1969.  More  students  meant  new 
challenges — to  secure  adequate  classroom  space  and  labora- 
tory facilities,  and  to  redefine  the  content  of  the  curriculum 
and  teaching  methods. 

In  1967,  Stead  stepped  down  as  chairman  of  the  Depart- 
ment of  Medicine,  and  the  PA  program  moved  its  base  of 
operation  to  the  newly  created  Department  of  Community 
Health  Sciences.  Dr.  Harvey  Estes,  Jr.  appointed  Dr.  Robert 
Howard  as  the  program's  first  full-time  medical/program 
director.  A  family  doctor,  Howard  had  just  left  the  Air  Force 
and  was  used  to  working  with  corpsmen.  Howard  recruited 
Mr.  David  Lewis,  whose  background  was  in  public  educa- 
tion, as  assistant  director.  A  classroom  trailer  was  purchased 
to  house  students,  and  the  curriculum  was  expanded  and 
formalized.  Based  on  student  feedback  and  criticism,  basic 
science  instruction  was  expanded,  and  PA  students  were 
treated  more  like  medical  students  than  technicians  on 
clinical  rotations.  The  medical  instruments  course  was  re- 
placed by  courses  in  microbiology,  human  growth  and  devel- 
opment, and  clinical  laboratory  procedures.  Clinical  learning 
opportunities  increased,  and  community  physicians  began 
accepting  PA  students  into  their  practices.  Other  academic 
medical  centers  began  requesting  Duke  PA  students  to  test 
the  feasibility  of  undertaking  similar  programs,  or  to  test  the 
concept  of  using  PAs  to  bolster  the  practices  of  their  clinical 
staff. 

The  core  curriculum  was  designed  to  educate  generalist 
PAs,  but  in  1968  the  program  experimented  with  specialist 
training  in  surgery,  radiology,  and  psychiatry.  Dr.  David  C. 
Sabiston,  Jr.,  chairman  of  the  Department  of  Surgery,  Dr. 
Thomas  T.  Thompson,  chief  of  Radiology  at  the  Durham 
Veteran's  Administration  Hospital,  and  Dr.  Marvin  J.  Short, 
a  psychiatrist  based  at  Broughton  Hospital  in  Morganton, 
NC,  were  instrumental  in  establishing  specialty  rotations  for 
PA  students."'*  The  radiology  and  psychiatry  modules 
required  students  to  spend  an  additional  four  months  in 
training,  after  which  they  were  issued  certificates  as  "'Physician' s 
Assistants  in  [Psychiatry  or  Radiology]."  This  inscription 
caused  some  PAs  problems  when  they  later  sought  employ- 
ment as  generalist  PAs,  because  most  medical  boards  viewed 
the  special  designation  as  a  limitation,  not  an  expansion,  of 
scope  of  practice.  Specialist  certificates  were  abandoned  in 
1 972  shortly  after  the  University  approved  awarding  bachelor' s 
degrees  to  PA  graduates.  The  accreditation  standards  for  the 


education  of  primary  care  PAs  adopted  by  the  AM  A  in  197 1 
and  the  Federal  Government's  1972  requirement  that  grants 
be  awarded  only  to  PA  programs  educating  PAs  for  primary 
care  practice  also  contributed  to  their  abandonment.  Re- 
maining innovative,  Duke  began  educating  PAs  for  the  US 
Coast  Guard  in  1971  and  joined  the  School  of  Pharmacy  at 
the  University  of  North  Carolina  at  Chapel  Hill  to  train 
pharmacist  PAs-a  forerunner  of  today's  clinical  pharmacist. 
The  UNC  collaboration  lasted  two  years,  but  the  training  of 
PAs  for  the  Coast  Guard  continued  until  1990  when  Duke 
decided  to  award  the  master's  degree  to  its  graduating  PAs. 

In  1968,  Dr.  Howard  explored  awarding  academic 
credit  for  courses  offered  by  the  PA  program.  He  felt  the 
caliber  of  the  cuniculum  was  "at  or  above  the  level  of  general 
college  course  work."  He  was  also  aware  that  five  months 
earlier  the  Commonwealth  Foundation  had  funded  Dr.  Hu 
C.  Meyers  at  Alderson-Broaddus  College  in  West  Virginia 
to  prepare  "college-trained"  PAs.  On  September  19,  1969, 
Estes  and  Howard  proposed  to  Dr.  Thomas  D.  Kinney, 
Dean  of  Medical  Education,  and  Dr.  William  Anlyan,  Vice 
President  for  Health  Affairs,  that  a  bachelor's  degree  be 
made  optional  for  PA  students  who  met  general  undergradu- 
ate requirements.  The  university  provost  held  a  series  of 
meetings  to  resolve  whether  the  undergraduate  college  or  the 
medical  school  should  grant  the  degree.  Estes,  Howard,  and 
Kinney  wanted  it  in  the  medical  school  since  the  program's 
faculty  was  based  there  and  other  baccalaureate  programs 
were  being  considered  (for  pathology  assistants  and  nuclear 
therapists).  All  parties  finally  agreed  that  the  medical  school 
should  establish  requirements  for  a  Bachelor  of  Health 
Sciences  (BHS)  degree  for  allied  health  programs.  The 
medical  center's  administration  granted  permission  to  offer 
the  degree  on  September  I,  1971 — and  entering  students 
learned  that  they  would  have  to  pay  tuition  for  the  first  time. 
The  bachelor's  degree  required  the  basic  science  departments 
to  teach  courses  to  allied  health  students,  and  the  chairmen 
of  several  departments  balked  at  the  idea  of  teaching  students 
who  did  not  have  proper  college  prerequisites.  Estes  and 
Howard  felt  that  demanding  prerequisites  of  all  students 
would  destroy  the  original  intent  of  providing  career  entry  to 
corpsmen,  licensed  practical  nurses,  and  other  clinical  per- 
sonnel with  "non-academic"  health  care  education  and  expe- 
rience. They  resisted  attempts  to  divide  students  into  two 
groups  to  be  taught  basic  sciences  by  different  faculty  accord- 
ing to  degree  eligibility.  Stead  waded  into  the  conflict, 
reiterating  his  position  that  PAs  needed  a  more  applied  basic 
science  course  than  that  taught  to  medical  students.  He 
argued  that  in  most  cases  such  a  course  could  be  taught  better 
by  practicing  physicians  than  by  basic  scientists.  Compro- 
mises were  reached,  and  on  May  16,  1972,  the  Medical 
School  Advisory  Committee  agreed  to  go  ahead.  Twelve 
students  were  awarded  the  BHS  degree  on  May  4,  1973. 

Howard  and  Lewis  left  the  program  in  1972  and  moved 
to  Florida  to  establish  a  family  medicine  residency  and  PA 


252 


NCMJ  September/October  2000.  Volume  61  Number  5 


Table  1 

Demographic  profile  of  PA  classes  at  5- 

year  intervals 

Class 

Total 

Men 
Number  (%) 

Women 
Number  (%) 

Minorities 
Number  (%) 

67-71 

71 

67  (94) 

4(6) 

5(7) 

72-76 

203 

166(82) 

37(18) 

15(7) 

77-81 

198 

116(59) 

82(41) 

13(7) 

82-86 

192 

92  (48) 

100(52) 

10(5) 

87-91 

196 

55(28) 

140(72) 

20(10) 

92-96 

203 

56  (28) 

148(73) 

26(13) 

97-00 

174 

47  (27) 

127(73) 

37(21) 

Total 

1237 

599(48) 

638  (52) 

126(10) 

Data  do  not  include  60  students  (42  men  and  1 8  women)  who  withdrew 
before  graduating.  This  group  includes  1 8  minorities.  Perc  entages  may 
not  be  exact  because  of  rounding. 

program  there.  At  the  time  of  their  departure,  student 
enrollment  had  risen  to  40  students  per  year,  and  classroom 
and  laboratory  space  were  made  available  in  a  newly  con- 
structed allied  health  building  on  the  Durham  Veteran's 
Administration  Hospital  campus.  Reginald  Carter,  PhD,  a 
physiologist,  was  recruited  to  replace  Lewis,  and  Estes  served 
as  program  director  until  Dr.  Michael  Hamilton,  a  general 
pediatrician  working  at  Lincoln  Hospital  in  Durham,  was 
recruited  to  fill  this  position  in  1975.  Carter  was  responsible 
for  assuring  that  the  curriculum  conformed  to  University 
degree  and  AMA  accreditation  standards.  He  completed 
course  work  as  a  part-time  student  and  became  a  PA  himself 
in  1978. 

Based  upon  his  experience  as  a  student  and  the  recom- 
mendation of  accreditation  site  visitors  to  teach  more  preven- 
tive medicine  and  behavioral  science,  Carter  proposed  a 
complete  overhaul  of  the  first  year  curriculum.  It  would 
reduce  the  time  devoted  to  basic  science  by  integrating  course 
content  and  minimizing  duplication  of  effort.  The  curricu- 
lum was  streamlined  so  that  content  of  one  course  built  on 
that  of  parallel  courses.  For  example,  students  learned  head 
and  neck  anatomy  at  the  same  time  they  were  learning  how 
to  examine  these  regions  in  physical  diagnosis.  The  clinical 
medicine  course  focused  on  the  100  most  common  clinical 
problems  seen  in  primary  care  practices;  radiology,  ECG 
interpretation,  therapeutics,  and  preventive  health  measures 
were  integrated  into  the  course  where  most  appropriate.  The 
chairs  of  clinical  and  basic  science  departments  were  asked  to 
support  the  new  curriculum,  and.  with  their  approval,  the 
Allied  Health  and  Medical  School  Advisory  Boards  imple- 


mented the  integrated,  competency-based 
curriculum  in  1980. 

While  Carter  worked  on  the  first  phase 
of  education,  Hamilton  worked  to  improve 
clinical  training.  The  accreditation  site  visi- 
tors felt  that  students  spent  too  much  time  in 
hospital-based  inpatient  and  ambulatory  clin- 
ics and  not  enough  time  in  community-based 
primary  care  clinics.  Hamilton  used  the  newly 
created  family  medicine  residency  program  to 
establish  a  team  practice  clinic  in  southern 
Durham.  This  clinic,  which  opened  in  1981, 
offered  interdisciplinary  education  opportu- 
nities for  family  medicine  residents  and  medi- 
cal, nursing,  and  PA  students. 

By  1980,  the  PA  curriculum  was  in  the 
hands  of  a  small  group  of  educators  based  in 
the  Department  of  Community  and  Family 
Medicine.  The  program  was  recognized  for 
its  innovative  use  of  standardized  patients  to 
teach  physical  diagnosis  and  patient  assess- 
ment skills,  and  for  its  development  of  com- 
puter-based systems  to  manage  and  evaluate 
the  curriculum.  Carter  became  program  di- 
rector and  chief  of  the  PA  Division  in  1985  when  Hamilton 
moved  to  a  part-time  role.  Dr.  Joyce  Copeland  assumed  the 
role  of  medical  director  in  1990. 

By  1985  most  PA  students  already  possessed  bachelor's 
degrees,  so  several  PA  programs  began  offering  their  gradu- 
ates advanced  degrees.  In  1987,  the  Duke  program  asked  the 
medical  school  to  establish  a  Master  of  Health  Sciences 
degree  and  award  it  to  PA  graduates.  Associate  Program 
Director  Patricia  Dieter,  MPA,  PA-C,  developed  the  pro- 
posal; it  had  the  support  of  Dr.  George  Parkerson,  Jr.,  chair 
of  the  Department  of  Community  and  Family  Medicine,  Dr. 
Doyle  Graham,  Dean  of  Medical  Education,  and  Dr.  Ralph 
Snyderman,  Chancellor  for  Health  Affairs,  and  was  quickly 
endorsed.  Courses  in  epidemiology,  research,  and  health 
systems  were  added  to  the  curriculum  and.  unlike  the  BHS 
proposal,  the  MHS  proposal  moved  smoothly  through  all 
the  necessary  committees.  It  was  approved,  with  a  few  minor 
modifications,  by  the  Academic  Council  in  January  1989; 
students  entering  the  program  in  1990  were  awarded  the 
MHS  degree.  Because  the  BHS  curriculum  had  already  been 
taught  at  an  advanced  level,  ihe  Provost  allowed  former 
graduates  who  had  a  bachelor's  degree  on  matriculation  to 
return  to  Duke  to  complete  additional  coursework  and 
receive  an  MHS  degree.  During  the  next  five  years,  over  100 
alumni  completed  the  work  needed  for  the  MHS  degree. 

In  1996,  students  moved  into  new  educational  facilities 
provided  by  the  medical  school.  The  space  consists  of  a  state- 
of-the-art  multimedia  classroom,  small  conference  rooms, 
and  a  clinical-skills  laboratory.  Each  student  workspace 
provides  computer  connection  to  the  university's  Common 
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Class 
67-71 

72-76 
77-81 

82-86 


Total 


71 


203 


198 


192 


Services  Network  and  the  Internet. 
Students  lease  laptop  computers 
during  the  two  years  they  are  en- 
rolled in  the  program.  Course  syl- 
labi, assignments,  handouts,  lec- 
ture notes,  links  to  electronic  jour- 
nals, and  other  learning  resources 
are  available  by  computer.  Quizzes, 
examinations,  and  course  evalua- 
tions are  administered  and  ana- 
lyzed by  computer. 

The  PA  program  now  enrolls 
44  students  annually.  The  curricu- 
lum runs  for  25  months  (a  12- 
month  preclinical  phase  and  a  1 3- 
month  sequence  of  clinical  rota- 
tions). The  highly  integrated  pre- 
clinical curriculum  presents  con- 
tent in  manageable  units.  Course 
work  consists  of  lectures,  small 
group  and  computer-assisted  tuto- 
rials and  patient  case  simulations, 
laboratory  sessions,  and  standard- 
ized patients.  After  the  first  semes- 
ter, students  perform  weekly  evalu- 
ations (history  and  physical  exami- 
nations) of  hospitalized  or  ambulatory  patients.  The  clinical 
rotation  year  is  divided  into  four-  and  eight-week  blocks. 
There  are  eight  core  rotations — inpatient  medicine,  general 
surgery,  emergency  room/surgery  outpatient,  pediatrics,  be- 
havioral medicine,  obstetrics  and  gynecology,  outpatient 
medicine,  and  research — with  the  remaining  time  devoted  to 
electives.  Two  clinical  rotations  must  be  completed  in  medi- 
cally underserved  settings.  All  students  complete  basic  and 
advanced  life  support  instruction.  They  must  pass  computer- 
based  examinations  after  each  required  rotation,  as  well  as  a 
series  of  problem-oriented  patient  assessment  examinations 
observed  and  evaluated  directly  by  faculty.  Students  are 
awarded  MHS  degrees  in  May  and  PA  certificates  of  comple- 
tion in  August  of  their  second  year. 

In  1998,  Justine  Strand,  MPH,  PA-C,  became  chief  of 
the  PA  Division;  Carter  continues  as  program  director.  The 
division  is  expanding  postgraduate  educational  offerings  for 
PAs  in  leadership  management  skills,  faculty  development 
and  occupational  and  environmental  medicine. 


StudentTrends 

Tables  1  and  2  show  trends  in  gender,  ethnicity,  and  prior 
health  care  experience  of  entering  students  over  35  years. 
Former  military  corpsmen  made  up  the  initial  pool  of 
candidates  for  the  program,  but  it  soon  became  apparent  that 


Table  2.  Prior  health  care  experience  of  students  at  matriculation,  at 
5-year  intervals 


Medical 

Pt.  care 

Clinical 

corpsman 

assistant 

techician 

EMT 

Nursing 

57 

4 

5 

0 

2 

99 

39 

14 

5 

13 

62 

58 

21 

6 

19 

20 


64 


14 


87-91 

196 

9 

14 

15 

92-96 

203 

0 

41 

55 

97-00 

130 

1 

76 

36 

Total 

1237 

250 

331 

160 

30 


27 


11 


19 


98 


17 

12 

6 

6 

75 


Other 


33 


47 
84 
88 
36 
323 


Clinical  technician:  medical  technologist,  clerical  and  research  technicians.  Other: 
social  workers,  counselors,  pharmacists,  health  care  administrators  and  other  allied 
health  professionals. 


Table  3.  Practice  characteristics  of  61 0  Duke  PA 

alumni 

Practice  setting 

Hospitals  and  institutions 

43% 

Offices 

33% 

Clinics 

20% 

Other 

4% 

Type  of  practice 

Primary  care 

53% 

Surgery 

23% 

Internal  medicine 

19% 

Other 

5% 

the  program  offered  new  career  pathways  for  those  in  allied 
health  and  nursing  professions  who  wanted  to  expand  their 
roles  in  patient  care.  Prompted  by  federal  funding  aimed  at 
increasing  the  number  of  women  and  minorities,  women 
began  replacing  the  dwindling  number  of  military  corpsmen. 
From  20%  in  1975,  the  enrollment  of  women  grew  to  50% 
by  1985  and  72%-  by  1995.  The  ratio  of  women  to  men  is  now 
3:1.  Since  1980,  the  number  of  students  from  medically 
underrepresented  groups  and  disadvantaged  backgrounds 
has  increased  seven-fold  from  5%  to  34%  of  the  class  entering 
in  2000.  Students  from  minoiity  or  economically/education- 
ally disadvantaged  groups  now  constitute  25-30%  of  the 
class. 

The  curriculum  has  evolved  from  certificate  to  baccalau- 
reate to  master's  dearee  status,  and  the  educational  level  of 
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1990  1991  1992  1993  1994  1995  1996  1997  1998  1999 

Year  of  Graduation 


Figures.  Specialty  choices  of  new  PA  graduates  1990-1999 


enrolling  students  has  evolved  as  well.  In  the  first  five  years 
of  the  program,  fewer  than  10%  of  students  entered  as  college 
graduates;  this  percentage  gradually  increased  so  that  for  the 
past  decade  all  students  have  college  degrees  when  they  enter. 
Today's  student  is  typically  between  25  and  32  years  old;  the 
average  age  of  entering  students  has  increased  from  less  than 
26  years  old  at  the  start  of  the  program  to  nearly  29  years  old 
now.  On  the  other  hand,  the  number  of  years  of  prior  health 
care  experience  obtained  by  students  before  entering  has 
declined  since  1967  (from  almost  5  years  to  a  steady  average 
of  3.5  years  now).  The  average  entering  student  has  a  grade 
point  average  of  3.2-3.6  (up  from  2.6  during  the  first  decade 
of  the  program),  has  earned  40-70  natural  science  credits, 
and  has  Graduate  Record  Examination  scores  of  between 
1680-1840. 


PracticeTrends 

The  1237  graduates  of  Duke's  PA  program  are  employed  in 
48  states,  mostly  in  the  south,  southeast  and  northeast;  417 
work  in  North  Carolina.  Their  work  settings  reflect  the 
primary  care  emphasis  of  the  program.  Of  the  610  alumni 
who  responded  to  our  two  last  surveys,  53%  practice  in 
primary  care  settings  (family  medicine,  general  internal 
medicine,  pediatrics,  urgent  care,  and  obstetrics/gynecology) 
(Table  3). 

A  gradual  trend  over  the  past  10  years  finds  more 


students  working  in  primary  care  and  far  fewer  in  surgery 
(see  Figure,  page  XXX).  In  1990  and  1991,  fewer  than 
30%  of  students  entered  primary  care  practices;  in  1999 
only  30%  did  not  choose  primary  care  careers.  In  1992, 
funds  from  the  Duke  Endowment  and  the  federal 
government,  allowed  the  program  to  renew  its  efforts  to 
attract  individuals  interested  in  primary  care  ambulatory 
medicine,  especially  in  rural,  medically  underserved 
communities  of  North  Carolina.  Today,  only  30  %  of 
Duke  PA  students'  clinical  education  takes  place  in  the 
Duke  University  Health  System,  the  rest  is  based  in 
community  and  institutional  practices  in  North  Caro- 
lina and  southern  Virginia.  The  program  works  closely 
with  four  AHECs — in  Fayetteville,  Wilmington,  Rocky 
Mount,  and  Asheville — to  place  students  in  medically 
underserved  communities. 

Over  the  past  ten  years,  salaries  paid  to  PAs  have 
increased  at  an  annual  rate  of  5%  per  year  from  an 
average  of  about  $35,000  in  1990  to  $55,000  in  1999. 
Over  the  past  four  years,  the  rate  has  slowed  to  3.75%, 
because  more  students  have  chosen  less  lucrative  pri- 
mary care  positions.  About  30%  of  Duke  PA  graduates 
work  in  areas  with  a  shortage  of  health  professionals. 
Employment  opportunities  are  generally  good,  and  the 
average  Duke  graduate  can  expect  to  earn  about  $55,000 
upon  completion  of  training.  Mid-range  salaries  of 
graduates  working  for  more  than  five  years  range  from 
$48,000  and  $70,000,  not  including  fringe  benefits. 


Conclusion 

The  physician  assistant  profession  went  from  concept  to 
reality  in  only  35  years,  thanks  to  the  innovative  thinking  of 
Dr.  Eugene  Stead  and  the  support  and  commitment  of 
countless  North  Carolina  physicians.  There  are  now  more 
than  38,000  PAs  in  the  United  States,  and  more  than  1,500 
practice  in  North  Carolina.  PAs  have  nationally  standardized 
accreditation,  board  certification,  and  mandatory  recertifica- 
tion. 

A  positive  practice  environment  enables  full  use  of  PAs 
in  North  Carolina.  In  company  with  their  supervising  doc- 
tors they  improve  access  to  health  care  for  the  state's  citizens. 
PAs  are  eligible  to  join  the  North  Carolina  Medical  Society, 
which  has  an  active  PA  section,  and  to  participate  on  its  many 
committees. 

Alumni  of  the  Duke  Physician  Assistant  Program  have 
provided  leadership  for  the  profession  since  its  inception. 
Duke  University  PAs  formed  the  American  Academy  of 
Physician  Assistants  in  1968.  They  have  held  leadership  roles 
in  national  and  state  organizations,  and  they  have  founded 
PA  programs  across  the  country.  Perhaps  most  important, 
they  have  established  a  record  of  service  in  primary  care, 
particularly  in  rural  and  medically  underserved  citizens  in 
North  Carolina  and  throughout  the  country. 
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A  word  from  Dr.  Stead: 

It's  greatto  be  number  one  in  national  rankings. 
IVIost  proponents  of  the  Dul<e  medical  school  are 
used  to  being  ranked  in  the  top  20,  but  the  Duke  PA 
program  is  the  only  component  always  ranked  in 
first  place  year  after  year. 

Congratulations  to  its  leader,  Reginald  Carter,  to 
hisfaculty,  and  to  the  student  body,  and  to  the  North 
Carolina  Medical  Society,  whose  members  have  al- 
ways ably  supported  the  PA  program. 

EugeneA.  Stead,  Jr.,  MD 
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A  Word  from  Dr.  Estes: 

Few  of  us  have  the  opportunity  to  participate  in 
the  birth  and  rapid  development  of  a  new  profession. 
I  was  very  fortunate  to  be  on  Dr.  Eugene  Stead's  team 
when  the  Physician  Assistant  program  was  conceived, 
and  even  more  fortunate  to  be  in  a  position  to  "take 
over"  the  Duke  program  when  Dr.  Stead  retired  from 
his  role  as  Chair  of  Medicine  in  1 967. 1  hope  that  I  have 
had  a  positive  effect  on  the  profession,  but  its  re- 
markable success  is  clearly  due  to  the  PAs  them- 
selves, the  men  and  women  who  chose  this  path ,  and 
to  their  wise  decisions. 

PA  education  was  patterned  after  medical  edu- 
cation, but  there  are  important  differences.  PAedu- 
cation  aims  at  producing  a  generalist,  and  all  gradu- 
ates take  a  certification  examination  covering  the 
knowledge  and  skills  required  in  primary  care.  PAs 
must  be  recertified  every  six  years,  and  the  generalist 
content  of  this  exam  is  the  same,  no  matter  what 
specialty  the  examinee  has  pursued  since  the  last 
exam.  A  PA  who  has  worked  in  orthopedics,  or 
endocrinology,  or  pediatrics  must  demonstrate 
knowledge  of  generalist  topics. 

Recertification,andtherequirementthat all  must 
pass  the  same  recertifying  exam,  has  had  a  remark- 
able effect,  which  physicians  should  view  with  envy. 
This  common  experiential  thread  has,  in  my  opinion, 
caused  the  PA  profession  to  be  a  more  unified  and 
cohesive  professional  group  than  the  medical  pro- 
fession. They  attend  meetings  in  much  highernum- 
bers,  they  attend  a  variety  of  clinically  oriented  lec- 
tures on  general  medical  topics,  and  they  share  expe- 
riences and  problems  across  their  specialty  bound- 
aries. Political  and  economic  issuesare  discussed,  as 
they  are  in  medical  meetings,  butthe  basic  purpose 
of  preventing  disease  and  treating  illness  is  always 
the  dominant  theme. 

This  is  one  of  many  lessons  we  can  learn  from  our 
Physician  Assistant  colleagues.  I  invite  all  physicians 
to  learn  from  them  as  they  rub  shoulders  with  PAs  in 
their  practices,  and  in  interactions  in  the  North  Caro- 
lina Medical  Society. 

E.Harvey  Estes,  Jr.,  MD  ' 
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Our  Starting  Rve.  Mo  Are  Yours? 


When  one  of  our  insured  physicians  faces  a  medical  malpractice  lawsuit,  our  Diamond  Defense  goes  to  work,  protecting  your 
reputation,  your  practice,  your  livelihood.  With  more  than  300  trial  victories,  including  some  of  the  most  difficult  malpractice 
cases  in  North  Carolina  history,  these  attorneys  are  the  core  of  our  team.  They're  tough,  they're  aggressive,  and  they're  always 
available  for  Medical  Mutual  member's.  '     '^, 


Call  today  and  find  out  how  to  join 

the  Medical  Mutual  team. 

When  it  matters  most,  we're  with  you  all  the  way 


The  MedicarVMutual  Group 

Medical  Mulml  Insurance  Compuny  of  North  Camlimi . 

PC  Box  98028  •  Raleigh,  NC  27624  •  800-662-7917 
www.medicalmutualgrpup.com 


North  Carolina  Academy  of 
Physician  Assistants 


"lenjoy 
seeing  the 
variety  of 
patients 
Internal 
Medicine 
has  to  offer. 
Ourpatients 
^  enjoy  the 
increased 
^  access  to 
quality  care. " 


Ashley  Marion,  PA-C 
Elkin,  NC 
Vice-President,  NCAPA 
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"Physician 

Assistants 

allow  our 

practice  to 

seepatients 

more 

efficiently^ 

improving 

patient 

satisfaction. " 


Paul  Gulley,  MD,  Elkin,  NC 

Supervising  physician  for 

Ashley  Marion,  PA-C 


North  Carolina  Academy  of 
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Brainwashing 

and  Battering  Fatigue 

Psychological  Abuse  in  Domestic  Violence 


Lesly  Tamarin  Mega,  MD,  Jessica  Lee  Mega,  MS  IV,  Benjamin  Tamarin  Mega,  and  Beverly  Moore  Harris,  MD 


Abstract 

Intimate  partner  violence  occurs  often  in  the  United  States; 
it  involves  an  inteiTelated  combination  of  physical,  sexual, 
and  psychological  abuse,  usually  directed  against  women. 
The  psychological  aspect  deserves  special  attention  because 
victims  who  lose  their  independence,  self-esteem,  and  dig- 
nity tend  to  remain  in  abusive  situations.  The  abuse  is 
peipetrated  by  a  domestic  partner  to  maintain  power  and 
control  in  the  relationship.  To  assert  control,  the  abuser  uses 
"brainwashing  tactics"  similar  to  those  used  on  prisoners  of 
war,  hostages,  or  members  of  a  cult.  Common  features  of 
brainwashing  include  isolation,  humiliation,  accusation,  and 
unpredictable  attacks.  The  abusive  environment  produces 
real  and  anticipated  fear,  which  contributes  to  the  battered 
woman's  belief  that  her  situation  is  hopeless  and  that  she 
must  depend  on  her  abuser.  She  develops  coping  strategies  to 
deal  with  her  oppressive  environment,  but  eventually  exhibits 
symptoms  of  "battering  fatigue,"  similai"  to  the  battle  fatigue 
of  soldiers  in  combat  who,  like  battered  women,  live  in  fear 
of  being  killed  or  severely  injured.  Recognizing  the  state  of 
mind  of  these  women  can  help  us  understand  why  it  is 
difficult  for  them  to  flee  their  traumatic  environment  and  why 
they  may  resort  to  suicide  or  homicide.  For  healthcare 
providers  to  screen  and  treat  their  patients  adequately,  it  is 
imperative  that  they  appreciate  the  complex  and  devastating 
psychological  aspects  of  domestic  violence. 


SR  had  been  beaten  by  her  husband  repeatedly  during  their 
seven-year  marriage.  She  was  three  months  pregnant,  but  her 
husband  would  not  allow  her  to  visit  a  doctor  or  tell  anvbodx 


about  the  pregnancy.  An  argument  arose  when  her  husband 
demanded  that  she  have  an  abonion.  As  he  was  kicking  her  in  the 
abdomen  in  an  attempt  to  kill  their  unborn  child,  she  hit  him  on 
the  head  with  an  a.x  handle,  accidentally  knocking  him  into  a 
kerosene  heater.  He  diedfrom  the  bums.  SR  was  sentenced  to  80 
years  in  prison  for  the  "murder"  of  her  husband. 

Intimate  partner  violence  is  a  major  health  problem  in 
the  United  States.  It  affects  people  from  all  backgrounds.  It 
includes  physical,  sexual,  and  psychological  abuse.  Whether 
they  are  aware  of  it  or  not,  doctors  of  all  specialties  treat 
people  suffering  from  intimate  partner  violence.  The  extent 
of  the  problem  is  shown  by  the  fact  that  more  than  509c  of 
women  ever  presenting  to  an  emergency  department  for  any 
reason  have  been  abused  at  some  time  in  their  lives.'  Many 
of  us  are  familiar  with  the  physical  abuse  that  these  patients 
endure,  but  successful  treatment  requires  understanding 
psychological  abuse,  which  often  leads  to  loss  of  self-esteem, 
dignity,  and  independence.  0"Leai7  found  psychological 
abuse  was  rated  as  worse  than  all  but  the  most  extreme  levels 
of  physical  violence. - 

In  this  paper  we  describe  the  psychological  condition  of 
battered  people  like  SR,  and  explain  how  their  coping 
responses  and  symptoms  represent  reactions  to  extremely 
traumatic  situations.  Understanding  the  state  of  mind  of 
these  women  can  help  us  see  why  they  remain  in  abusive 
relationships  and  even  find  themselves  in  a  position  of  having 
to  kill  or  be  killed.  In  addition,  we  will  stress  that  doctors  can 
work  with  other  professionals  to  stop  the  violent  legacy  of 
substance  abuse,  suicide,  and  homicide.  Doctors  can  play  a 
cmcial  role  in  the  detection,  treatment,  and  legal  defense  of 
battered  women  by  recognizing  their  state  of  mind. 


Dr.  Mega  is  a  Professor  in  the  Department  of  Psychiatric  Medicine  at  the  Brody  School  of  Medicine,  East  Carolina  University;  her 
daughter  is  a  4"'-year  student  at  Yale  University  School  of  Medicine:  her  son  is  a  student  in  the  Program  in  Liberal  Medical  Education, 
BrownUniversity.  Dr.  Harris  works  with  the  Greenville  Women's  Clinic.  Address  correspondence  to  Dr.  Mega  at  the  Department  of 
Psychiatric  Medicine,  Brody  4E-98B,  600  Moye  Blvd.,  Greenville,  NC27858. 
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The  Battered  Woman  Syndrome 

Historically,  "domestic  violence"  or  "intimate  partner  vio- 
lence" has  been  described  as  more  than  one  entity,  a  con- 
tinuum of  abusive  relationships.  It  has  been  thought  of  in  two 
categories:'  ( 1 )  an  "interactive  type"  of  battering,  and  (2)  the 
"Battered  Woman  Syndrome."''  differentiated  by  what  pre- 
cipitates the  abuse.  Women  involved  in  interactive  abuse 
often  seem  to  precipitate  the  attacks  and  more  often  file 
charges.  However,  we  don't  know  what  led  up  to  these 
attacks.  This  form  of  abuse  is  less  common  according  to 
Saunders,  whose  study  of  battered  women  found  that  only 
8%  used  nonsevere  violence  to  initiate  an  attack.' 

The  abused  women  discussed  in  this  paper  fall  into  the 
category  described  by  the  "Battered  Woman  Syndrome." 
Lenore  Walker  originally  defined  this  syndrome."*  in  which 
the  male  partner  is  the  precipitator  of  violence.  Walker 
described  the  "Cycle  of  Violence,"  a  three-stage 
cycle  that  was  predictable  to  the  victim.  It 
consists  of  (1)  a  buildup  of  tension.  (2)  the 
battering,  then  (3)  a  making-up.  The  result  is 
psychophysiological  stress  and  low  self-esteem. 
The  "loving"  make-up  phase  is  a  calm  respite 
that  falsely  raises  the  battered  woman's  hopes.* 
The  cycle  of  violence  theory  was  questioned 
because  it  was  not  present  in  some  abusive 
relationships  and  also  because  it  implied  that 
abuse  was  predictable  and  intermittent,  thereby 
obscuring  the  ever-present  controlling  behavior 
of  the  batterer.'  Walker  later  emphasized  that 
the  syndrome  should  be  conceptualized  in  terms 
of  the  victims'  reactions  and  psychological  symptoms.  She 
and  others  have  suggested  that  the  battered  woman  syndrome 
is  similar  or  identical  to  post  traumatic  stress  disorder  ( PTSD ) . 
Presently,  the  definition  of  the  syndrome  varies  depending  on 
whether  it  is  used  in  a  psychological,  medical  or  legal 
framework. 

To  better  comprehend  the  lives  of  battered  women,  one 
must  appreciate  the  ongoing,  interrelated  nature  of  physical, 
sexual,  and  psychological  abuse.  Abuse  is  perpetrated  by  a 
domestic  partner  to  maintain  power  and  control  in  the 
relationship.  To  accomplish  this,  the  abuser  uses  "brainwash- 
ing tactics"  similar  to  those  used  with  prisoners  of  war 
(POWs),  hostages,  or  members  of  a  cult.  Brainwashing  has 
five  common  features:  isolation,  unpredictable  attacks,  accu- 
sation, humiliation,  and  threats.  It  produces  an  environment 
of  real  and  anticipated  fear,  contributing  to  the  battered 
woman's  belief  that  her  situation  is  hopeless  and  that  she  is 
dependent  on  her  abuser.  The  battered  woman  may  find  ways 
to  cope  with  the  oppressive  environment,  but  eventually  she 
develops  symptoms  of  "battering  fatigue,"  similar  to  the 
battle  fatigue  of  combat  soldiers,  who  also  live  in  constant  fear 
of  being  killed  or  severely  injured.  Grant's  1995  study  of 
battered  women  supports  this  formulation.  The  women  in 


her  study  repeatedly  emphasized  the  psychological  abuse  and 
torment  they  experienced.  Interestingly,  and  possibly  as  a 
result  of  brainwashing,  many  of  these  women  spoke  of  their 
partners'  needs,  not  their  own.  They  seemed  to  be  describing 
battering  fatigue  when  they  referted  to  the  violence  they  had 
experienced  as,  "a  blur,  one  episode  melting  into  the  next."* 
No  one — regardless  of  background,  financial  status,  or  per- 
sonality type — is  immune  from  the  battered  woman  syn- 
drome.''  Many  previously  competent,  independent  women, 
once  victimized,  become  "anxiety-ridden,  confused,  depressed, 
suicidal,  helpless,  and  full  of  guilt  and  shame."'  In  other 
words,  "battered  women  are  not  'sick'  but  they  are  in  a  'sick' 
situation."'"  Their  coping  behaviors  represent  a  response  to 
their  traumatic  environment,  and  their  symptoms,  a  response 
to  the  stress  they  experience. 

The  "Battered  Woman  Syndrome"  might  properly  be 
termed  the  "Battered  Spouse  (or  Partner)  Syndrome"  be- 
cause men  can  be  abused,  but  few  cases  of 
severe  intensity  have  been  reported.  Women 
are  victims  of  indmate  partner  homicide 
about  eight  times  more  often  than  men,  and 
women  are  assaulted  by  their  partners  seven 
times  more  often  than  men  are."  However, 
the  number  of  male  victims  may  be 
underreported,  influenced  by  male  stereo- 
typing: men  may  be  less  willing  to  reveal 
themselves  as  victims,  and  authorities  may  be 
less  sympathetic  to  their  complaints.  Simi- 
larly, when  intimate  partner  violence  occurs 
in  same-sex  partnerships,  the  abused  partner 
often  does  not  report  it  because  of  anticipated 
condemnation  of  the  relationship. 


"Brainwashing  has 

five  common 

features:  isolation, 

unpredictable 

attacks, 

accusation, 

humiliation,and 

threats." 


The  Brainwashing  Process 

Battered  women  often  remain  in  abusive  relationships  be- 
cause brainwashing  has  led  to  acceptance  of  the  situation  and 
even  an  idealization  of  the  abuser.  The  primary  perpetrator 
of  the  brainwashing  is  the  abused  person's  partner.  Morgan, 
comparing  the  abuser's  tactics  to  those  of  the  political 
terrorist,  referred  to  the  process  as  "conjugal  terrorism."'- 
Conjugal  terrorists  use  or  threaten  to  use  \iolence  to  break 
down  the  resistance  of  their  partners  and  control  them. 
Tolman.  in  a  survey  of  407  men  and  207  women  in  a  domestic 
violence  program,  found  dominance-isolation  and  emo- 
tional-verbal abuse  elements  in  their  relationships."  In  the 
"Chronic  Battered  Syndrome,"  Steirmietz  described  how 
brainwashing  produces  fear,  isolation,  guilt,  and  emotional 
dependency  in  victims.'  and  Browne  pointed  out  that  abused 
women  develop  survival  skills  rather  than  escape  strategies, 
similar  to  the  situation  with  POWs.'"* 

Physical  and  emotional  isolation  are  features  of  brain- 
washing in  POWs.  hostaaes.  members  of  cults,  and  battered 
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women.  Abusers  often  deprive  their  partners  of  social  sup- 
port by  limiting  contact  with  friends  and  family.  The  battered 
women  are  rarely  left  without  supervision.  Abusers  may  insist 
that  both  partners  work  at  the  same  site,  or  they  may  forbid 
the  opportunity  to  work  at  all,  thereby  creating  financial 
dependence.  Abused  women  become  further  isolated  by 
trying  to  hide  the  violence,  fearing  that  society  will  blame  or 
shun  them.  They  may  be  afraid  to  involve  others,  believing 
that  the  abuser  may  harm  those  others.  Isolation  makes 
abused  women  more  receptive  to  their  partners'  negative 
suggestions  and  reinforces  the  development  of  new  values 
and  behaviors.  The  victim's  only  validation  of  her  self-worth 
comes  from  the  very  person  imposing  her  isolation." 

The  unprovoked  nature,  the  unpredictable  timing,  and 
the  uncontrollability  of  attacks  contribute  to  the  brainwash- 
ing. Maria  Roy  found  that  in  15%  of  cases,  unprovoked  wife 
assault  began  early  in  the  relationship,  often 
during  the  honeymoon.'*  The  inability  to  ■ 

control  the  attacks  can  lead  to  a  state  of  mind 
somewhat  analogous  to  "learned  helpless- 
ness," "  a  psychological  paralysis  seen  in  caged 
dogs  subjected  to  electrical  shocks  at  random 
and  varied  intervals.  The  dogs  first  try  to 
escape,  but  give  up  when  they  learn  that  they 
can  not  control  the  situation.  Similarly,  cult 
victims  subjected  to  unpredictable  positive — 
and  negative — reinforcement  became  unable 
to  evaluate  the  cult  system  or  separate  from  it. 
Prevented  from  escaping  or  commenting  on 
the  situation,  cult  members,  like  experimen- 
tal dogs,  did  nothing  to  change  it.  They 
became  ambivalent  about  their  own  values, 
opinions,  and  decision-making  capabilities."* 

Battered  women,  too,  can  feel  "caged"  within  their 
homes,  subjected  to  unprovoked  and  unpredictable  attacks, 
and  unable  to  stop  them.  Their  inexplicable  acceptance  of  the 
situation  may  be  a  form  of  learned  helplessness.  However,  it 
must  be  emphasized  that  they  are  not  globally  paralyzed,  for 
they  continue  to  find  coping  mechanisms  to  protect  them- 
selves and  their  children.  They  may  try  to  avoid  visual  contact 
with  the  abuser,  to  appease  him  or  prevent  him  from  hurting 
their  children  by  sending  them  to  another  room.  They  may 
abuse  alcohol  or  drugs  or  develop  trance-like,  dissociated 
states  to  cope  with  their  psychological  and  physical  pain." 

A  third  common  feature  of  brainwashing  is  that  pain  is 
followed  by  "kindness."  This  "bad  guy/good  guy"  tactic 
continues  the  control  process  by  confusing  the  victim  and 
increasing  her  dependency  on  the  abuser.  With  no  visible 
escape,  sudden  kindness  from  her  abuser  gives  the  woman 
false  hope  that  he  will  change.  Of  course,  sometimes  his 
behavior  seems  relatively  positive  only  because  the  violence 
has  temporaiily  stopped.'" 

In  a  1993  study  of  battered  and  emotionally  abused 
women,  Dunton  and  Painter  found  that  intermittent  bad/ 


good  treatment  led  to  a  paradoxical  attachment  to  the 
abuser.-"  In  1942,  Anna  Freud  explained  this  type  of  behavior 
as  "identification  with  the  aggressor."'-'  This  mental  state  has 
been  compared  to  the  "Bettelheim  Syndrome,"  referring  to 
those  concentration  camp  inmates  who  coped  psychologi- 
cally with  their  traumatic  environment  by  identifying  with 
their  guards  in  hopes  of  survival."  Unable  to  change  their 
situation,  they  became  depressed,  showed  little  anger  toward 
their  captors,  and  did  not  try  to  escape.  They  could  see  few 
alternatives  and  those  few  appeared  too  dangerous.-'  Marcus, 
in  1999,  explained  the  Bettelheim  Syndrome  as  a  way  for 
people  living  in  extreme  situations  to  maintain  their  au- 
tonomy.-^ This  may  be  a  significant  reason  why  75%  of 
battered  women  seen  for  medical  injuries  return  to  abusive 
relationships.-' 

Guilt  is  a  fourth  element  in  brainwashing.  Victims  who 
feel  guilty  feel  they  deserve  punishment.'  In  a 
^M  study  of  30  abused  women,  Landenburger 

found  that  the  words  "blame,"  "shame,"  and 
"responsibility"  came  up  often.-*  Many  bat- 
tered women  are  falsely  accused  of  infidelity 
and  adultery  by  over-controlling  husbands."" 
This  is  reminiscent  of  hostages  who  are  blamed 
for  their  governments'  actions  or  of  POWs 
who  are  accused  of  killing  innocent  people. 


"A  study  of  1 2 

abused  women  who 

killed  their  spouses 

indicated  that 
psychological  abuse 

by  extremely  jealous    Repeated,  false  accusations  can  be  psycho 

and  possessive  logically  devastating.  A  study  of  12  abused 

,  ,  women  who  killed  their  spouses  indicated 

aOUSers  may  Oe         that  psychological  abuse  by  extremely  jealous 

more  detrimental       and  possessive  abusers  may  be  more  detri- 

than  physical  abuse."    mental  than  physical  abuse.^' 

In  addition  to  producing  guilt,  repetitive 
degradations  lower  the  battered  women"  s  self- 
image.  The  women  are  called  "ugly,""  "fat,"'  "trash"  and 
"rejects."  The  low  self-esteem  created  by  this  debasing 
language  can  lead  the  abused  women  to  believe  they  are 
undesirable  and  unworthy.  They  stay  with  their  abusers 
because  they  feel  no  one  else  would  want  them. 
Professional  advisors,  family,  friends  and  society  sometimes 
reinforce  the  battered  women"  s  feelings  of  guilt  and  low  self- 
esteem.  Comments  like  "He  can't  help  his  temper  because  he 
comes  from  a  teixible  background;  you  need  to  show  more 
sympathy,""  or  "A  good  woman  can  change  a  man,"  or  "You 
know,  you  shouldn't  upset  him  when  he's  drinking,"  make 
women  feel  responsible  for  inducing  the  abusive  behavior. 
They  become  convinced  that  they  cannot  survive  without  the 
partner  when  others  say,  "You  and  your  children  will  starve 
if  you  leave  him."  The  women  may  feel  pressured  by  those 
who  say,  "You've  got  to  stay  in  the  marriage  for  the  sake  of 
the  children."  Feelings  of  guilt  and  inadequacy  can  lead  the 
women  to  be  thankful  that  their  abusive  husbands  "tolerate" 
them.  Some  professionals  also  contribute  to  this  process  by 
saying,  "Whether  you  know  it  or  not,  you  must  be  getting 
something  out  of  this  relationship  or  you  wouldn't  stay."  Or, 
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"If  you  want  my  help,  you  need  to  file  a  complaint,  and  leave 
him."  These  ostensible  helpers  are  inadvertently  blaming, 
criticizing,  or  coercing  the  victim  instead  of  appreciating  her 
psychological  condition  and  dangerous  physical  environ- 
ment. 

Fear  is  the  fifth  and  most  powerful  element  in  brain- 
washing. It  is  an  important  part  of  the  other  elements. 
Besides  the  actual  physical  assault,  the  anticipation  of  assault 
creates  an  extremely  fearful  existence,  and  makes  battered 
women  grateful  just  to  survive.  Studies  showed  that  most 
battered  women  did  not  defend  themselves  for  fear  it  would 
worsen  the  situation.  They  tried  to  remain  passive  and 
protect  themselves  or  to  escape  temporarily.-**  They  feared  for 
their  children's  welfare  and  future  safety.  Unexpectedly. 
DeMaris  and  Swinford  found  that  women  who  had  sought 
help  from  shelters,  lawyers,  or  therapists  were  more  fearful 
than  those  who  had  not.-^  The  threat  of  re- 
prisal is  real.  Battered  women  who  leave  their 
partners  may  be  hunted  down,  terrorized, 
abused  or  even  killed.-"' 


Symptoms  of  "Battering  Fatigue" 


Battered  women  develop  psychological  symp- 
toms from  the  brainwashing  process.  The 
symptoms  are  similar  to  those  of  battle  fatigue 
(shell  shock).  The  American  Soldier,  a  book 
about  the  US  Army  in  World  War  II,  states, 
"In  combat,  the  individual  soldier  was  rarely 
sure  of  what  had  just  happened,  what  was 
going  on  at  the  moment,  or  what  was  likely  to 
occur  next  .  .  .  This  kind  of  unceasing  confu- 
sion-the  lack  of  firm  constants  to  which  behavior  could  be 
oriented-exposed  the  individual  to  insidious  anxieties."™  A 
study  of  5.000  soldiers  in  combat  found  that  the  constant  fear 
of  death  led  first  to  hyperarousal  and  then  to  exhaustion: 
"They  became  unable  to  distinguish  friendly  from  enemy  fire 
or  to  locate  it.  They  became  dull  and  listless  . . .  preoccupied, 
and  had  increasing  difficulty  in  remembering  details."" 
Importantly,  the  symptoms  occurred  in  otherwise  healthy 
soldiers,  because  unstable  individuals  had  been  excluded 
before  combat."  Chronically   battered 

women  also  fear  for  their  lives,  surviving  one  assault  to  await 
the  next.  They  exhibit  symptoms  of  fear  and  hyperactivity 
followed  by  exhaustion.  The  term  "battering  fatigue"  de- 
scribes this  situation.  Browne  referred  to  the  response  in 
battered  women  as  a  "battle  reaction"  leading  to  severe 
passivity.''*  Hilberman  and  Munson  found  anxiety,  insom- 
nia, and  suicidal  feelings  in  their  study  of  60  battered  women, 
and  suggested  "the  women  were  a  study  in  paralyzing  terror." 
All  had  violent  nightmares  about  someone  or  something 
trying  to  kill  them.  They  were  passive  and  unable  to  act 
independently. '- 


"Many  battered 

women  gradually 

accept  a  certain 

level  of  abuse  to 

survive,  but  some 

will  defend 

themselves  to  the 

extent  of  homicide 

What  drives  these 

women?" 


Hints  of  impending  danger  often  increase  a  soldier's — 
or  a  woman's — feeling  of  terror  and  impair  the  ability  to 
function.'"  A  soldier,  hearing  a  distant  explosion,  anticipates 
that  the  enemy  will  soon  be  near.  A  battered  woman,  hearing 
her  abuser's  footsteps,  the  rate  of  his  speech,  or  the  way  he 
looks  at  her,  is  alert  to  potential  danger.  These  stimuli  are 
ever  present,  constantly  reminding  both  soldiers  and  battered 
women  of  their  vulnerable  position. 


Diagnostic  Conceptualization 

The  stress  symptoms  of  battering  and  battle  fatigue  are  often 
associated  with  the  diagnosis  of  Post  Traumatic  Stress  Dis- 
order (PTSD).  However,  PTSD  usually  describes  the  symp- 
toms that  occur  in  the  aftermath  of  a  traumatic  event  (a 
natural  disaster,  a  witnessed  murder,  a  near- 
fatal  car  crash,  or  even  a  prior  abusive  relation- 
ship). The  stimuli  for  battering  fatigue  occur 
in  the  ongoing  present,  not  the  past.  The  more 
recent  concept  of  Acute  Stress  Disorder  (ASD) 
comes  closer  to  the  mark  by  encompassing 
stress  symptoms,  lasting  from  two  days  to  four 
weeks,  created  by  ongoing  traumatic  events. 
Still,  the  concept  of  ASD  does  not  take  into 
account  the  fact  that  the  symptoms  of  batter- 
ing are  generated  from  a  chronically  stressful 
environment  and  last  for  longer  periods  of 
time.  Perhaps  it  would  be  best  to  think  of  the 
symptoms  of  battering  fatigue  as  a  Chronic 
Stress  Disorder. 


The  Price  of  Failing  to  Recognize  Abuse 

JP'shusbandwoulcl  not  allow  liertospeak  to  herfiiendsorfamily 
although  they  lived  only  one  mile  away.  He  repeatedly  beat  her 
and  forced  her  to  have  sex  with  his  friends.  He  checked  the 
mailbox  for  all  outgoing  and  incoming  mail,  controlled  the 
money,  and  knew  where  she  was  at  all  times.  JP  admitted  to 
killing  her  husband,  but  had  no  memoiy  of  the  event.  She  was 
sentenced  to  ten  years  in  prison  for  the  murder  of  her  husband. 

Without  recognition  and  intervention,  an  extreme  out- 
come of  the  battered  woman  syndrome  is  death  of  the  victim 
or  abuser.  Besides  the  mental  and  physical  morbidity  of 
battering,  over  4,000  abused  women  are  killed  yearly  by  their 
male  partners."  and  about  750  male  abusers  are  killed  each 
year  by  their  female  partners.  '■*  Only  1 29c  of  all  homicides  in 
the  United  States  are  committed  by  women — in  most  cases, 
women  who  killed  violent  partners.'' 

Many  battered  women  gradually  accept  a  certain  level  of 
abuse  to  survive,  but  some  will  defend  themselves  to  the 
extent  of  homicide.  What  drives  these  women''  Browne 
found  that  the  difference  between  those  who  kill  and  those 
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who  do  not  relates  to  their  degree  of  fear.  Women  who  use 
violence  are  so  fearful  for  their  lives  or  those  of  their  children 
that  they  kill  in  "self-defense."'''  In  some  instances,  the  act  of 
self-defense  does  not  actually  occur  during  an  assault.  The 
abused  woman  may  kill  her  abuser  while  he  is  sleeping  or 
leaving  the  scene  of  attack.  This  is  understandable  in  view  of 
the  woman's  perception  of  imminent  danger.  In  addition, 
because  of  the  often  disproportionate  size  and  strength  of  the 
abuser,  battered  women  may  only  be  able  to  overcome  the 
abuser  when  he  is  in  a  vulnerable  position.  Testimony  about 
the  psychological  aspects  of  battering  relationships  has  helped 
some  battered  women  receive  fair  legal  trials. 


What  Can  We  Do? 

Abusers  control  their  victims  with  a  brainwashing  process 
similar  to  that  used  on  POWs,  hostages  and  cult  members. 
Like  other  "captives,"  battered  women  are  isolated,  confused, 
dependent,  guilt-ridden,  and  scared  for  their  lives.  These 
women  develop  a  variety  of  responses  for  coping  with  their 
situation.  They  also  exhibit  stress  symptoms  of  "battering 
fatigue."  Often  these  women  are  convinced  that  they  have  no 
way  out  of  the  their  situation. 

Some  healthcare  providers,  when  confronted  with  inti- 
mate partner  violence,  expect  someone  else  -  social  workers, 
police  officers,  or  lawyers  -  to  take  care  of  things.  This  means 
many  cases  of  abuse  remain  undiscovered  and  unreported. 
Doctors  are  often  the  only  ones  in  a  position  to  recognize  the 
physical  symptoms  (somatization)  with  which — instead  of 
words — emotional  pain  is  sometimes  expressed  in  battered 
women.  Thus  doctors  may  be  best  able  to  make  a  difference 
in  what  happens  to  these  women.  Several  screening  tools  can 
help  identify  individuals  living  in  abusive  relationships.  One 
example  is  the  "4  HITS"  approach,  which  asks  respondents 
how  often  their  partner  physically  "Hurt,  Insulted,  Threat- 
ened with  harm  or  Screamed  at  them."'*  Screening  questions 
may  have  to  be  repeated,  perhaps  many  times,  before  a 
respondent  will  admit  to  abuse. 

Understanding  a  battered  woman's  state  of  mind  is 
crucial  to  helping  her  leave  an  abusive  relationship.  Because 
of  brainwashing  and  battering  fatigue,  some  women  feel 
trapped.  It  is  the  responsibility  of  healthcare  providers  to 
diagnose  the  condition,  contact  the  appropriate  agencies,  and 
work  effectively  with  the  legal  system.  Ultimately,  the  abused 
person  needs  emotional,  economical,  political,  and  societal 
support  to  maintain  her  safety.  The  first  step  toward  this 
desired  level  of  safety  is  to  "decondition"  the  battered  woman"  s 
experience.  She  needs  to  stop  viewing  the  batterer  as  "all- 
powerful"  and  to  strengthen  her  sense  of  independence. 

Battered  women  also  need  help  to  recognize  and  recover 
from  stress  symptoms.  In  1999,  Arias  and  Pape  studied  the 
role  of  psychological  abuse  (as  opposed  to  physical  abuse)  in 
determining  battered  women's  intentions  to  terminate  abu- 


sive relationships.  Only  victims  with  minimal  PTSD  (stress) 
symptoms  were  able  to  leave  their  abusive  partners.'"  These 
findings  support  the  idea  that  battering  fatigue,  with  its 
paralyzing  terror  and  emotional  exhaustion,  makes  it  difficult 
for  women  to  leave  abusive  partners.  It  may  help  if  we  think 
of  leaving  as  a  process.'*  The  woman  needs  first  to  envision 
life  without  her  abuser  and  to  prepare  emotionally  to  sepa- 
rate. Cumow''*  and  Landenberger-*  point  out  that  leaving  is 
most  likely  to  occur  after  a  woman  has  sought  help  for  a 
battering  episode.  After  becoming  psychologically  ready,  the 
woman  then  needs  a  practical  plan  to  ensure  her  safety  so  that 
she  can  seek  long-term  independence  in  the  form  of  employ- 
ment, housing,  and  support  services. 

It  may  take  years  for  some  women  to  leave  an  abusive 
situation.  Therefore,  health  care  providers  must  be  patient 
and  understanding  when  victims  refuse  to  acknowledge  the 
extent  of  the  abuse  and  return  to  the  abuser.  Regardless  of  the 
strength  of  their  denial  or  the  outcome  of  our  interventions, 
we  should  validate  victims'  feelings  and  offer  choices.  Our 
goal  is  to  educate  the  abused  person  about  her  psychological 
condition  while  we  treat  her  physical  injuries.  With  respect, 
support  and  treatment,  many  battered  women  will  ultimately 
be  able  to  put  their  lives  together  and  create  healthy  homes. 
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The  Doctor  as  Witness 

How  Good  Medical  Records  Can  Help  Victims  of 
Domestic  Violence,  MinimizeTime  in  Court, 
and  Maximize  Effective  Testimony 


Nancy  Bamhill  Aycock,  JD,  Joan  Herre  Erwin,  JD,  and  Gwyn  Hilburn,  JD 


For  centuries,  medical  practitioners  dealt  with  the  physical 
ravages  of  domestic  violence  but  not  the  legal  issues  involved. 
Indeed,  in  the  past,  the  law  permitted  "reasonable"  wife 
beating  and  "couection"  of  other  dependents  because  the 
husband  was  deemed  responsible  for  the  proper  conduct  of 
his  family.  Times  have  changed.  Judith  Smith  Kaye,  Chief 
Judge  for  the  New  York  Court  of  Appeals,  recently  stated  at 
Duke  Law  School.  "We  have  finally  reached  the  point  where 
equal  pay  is  a  right,  sexual  harassment  is  a  wrong,  and 
domestic  violence  is  a  crime"  (see  Sidebar,  next  page).  The 
changed  legal  response  to  domestic  violence  necessarily 
brings  new  responsibilities  for  health  care  professionals. 
Now,  doctors  not  only  must  diagnose  and  treat  the  patient, 
they  also  must  be  prepared,  if  subpoenaed,  to  testify  in  court 
about  the  injuries  treated  or  observed.  The  medical  chart  is 
not  only  a  tool  for  treating  disease,  it  has  become  an  impor- 
tant piece  of  evidence  in  legal  proceedings. 

In  this  article  we  will  address  three  aspects  of  the  legal 
and  medical  issues  created  when  a  patient  presents  with 
admitted  or  suspected  domestic  abuse:  ( 1 )  the  medical 
record — specifically,  why  and  how  to  chart;  (2)  use  of  the 
medical  chart  in  court:  and  (3)  the  subpoena. 


The  Medical  Record 

A  medical  record  is  created  and  maintained  in  hospitals, 
clinics,  or  doctors"  offices.  It  consists  of  a  written  record 
containing  "sufficient  information  to  identify  the  patient, 
support  the  diagnosis,  justify  the  treatment,  document  the 


course  and  results,  and  promote  uniformity  of  care  among 
health  care  providers."'  The  record  should  be  complete, 
accurate,  and  confidential;  it  should  relate  the  patient's 
history  and  provide  documentation  to  assist  in  patient  care; 
it  should  support  the  testimony  of  witnesses  in  court.  A 
medical  record,  either  handwritten  or  electronic,  should 
contain,  without  limitation,  a  record  of  doctors"  clinical 
observations,  conclusions,  or  impressions  drawn  from  ad- 
mission history  and  physical  examinations;  photographs; 
results  of  tests;  diagrams:  radiographs;  nurses"  notes;  diag- 
nostic or  therapeutic  orders;  progress  notes;  names  of  others 
providing  medical  consultative  services;  final  diagnosis(es); 
and  discharge  instructions.  The  medical  record  itself  is  the 
property  of  the  hospital,  clinic,  or  doctor,  but  patients 
generally  have  a  right  to  inspect  and  request  copies  of  the 
medical  record,  and  a  right  to  expect  that  the  record  will 
remain  confidential. 

All  medical  records  should  be  permanent  records,  con- 
taining legible  entries  that  have  not  been  altered,  that  have 
been  prepared  in  a  timely  and  thorough  manner,  and  that 
contain  only  truthful,  factual  information.  The  medical 
record  should  never  contain  intentionally  false  entries  and 
should  avoid  speculation.  Late  entries  should  be  avoided  if 
possible,  but  should  always  be  signed,  dated,  and  indicated  as 
late  entries  with  an  explanation  of  necessity.  If  a  chart  must 
be  corrected,  the  corrections  should  be  signed,  dated,  and 
timed.  Incorrect  information  should  be  lined  through  with  a 
single  line,  signed,  dated  and  timed.  Never  use  correction 
fluid  to  cover  or  erase  an  entry.  The  incorrect  entry  should  be 
clearly  legible  through  the  single  line. 
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The  reliability  of  a  medical  record  rests  on  the  assump- 
tion that  it  is  accurate  to  the  best  of  the  recorders"  ability,  and 
represents  their  first-hand  observations.  The  same  care  that 
ensures  that  a  colleague  may  use  a  chart  with  confidence  to 
treat  a  patient  ensures  that  the  chart  is  a  trustwoithy  item  of 
evidence  in  a  legal  proceeding. 

Why  To  Chart:  Good  charting  not  only  ensures  diagnosis, 
treatment,  and  continuity  of  care,  but  also  provides  a  clear, 
accurate,  and  comprehensive  compilation  of  clinical  data 
recorded  at  the  time  the  patient  was  treated.  Such  data  have 
"indicia  of  reliability",  that  is.  credibility,  in  a  court  setting 
because  they  are  compiled  in  the  ordinary  course  of  the 
doctor's  business.  More  importantly,  such  a  record  is  deemed 
reliable  because  the  fact-finder  (judge  or  jury)  understands 
the  general  principle  that  humans  are  most  likely  to  tell  the 
truth  when  it  is  in  their  best  interest  to  do  so  or  when  they  are 
least  in  control  of  themselves.  This  means  that  all  of  us  are 
likely  to  tell  the  truth  when  we  are  seeking  accurate  medical 
advice  or  treatment  or  when  we  are  so  traumatized  that  we  are 
unable  to  reflect  sufficiently  to  lie  about  an  episode.  When  a 
patient  comes  to  the  emergency  department  or  a  doctor's 
office  seeking  help  for  severe  physical  injuries,  these  prin- 
ciples tend  to  converge.  The  doctor  recording  this  informa- 
tion creates  a  record  for  trial — a  snapshot  in  time  of  the 
victim's  physical  and  mental  condition. 

How  to  Chart:  Good  documentation  is  the  key  both  to  good 
patient  care  and  to  a  good  experience  in  the  legal  system. 
Suggestions  for  good  charting  include  the  following: 

Write  legibly,  in  ink,  using  only  accepted  abbreviations. 
Place  the  patient's  full  name  and  number  on  each  page.  Sign 
and  date  each  entry. 

Write  in  the  active  voice  and  present  tense  ("The  patient 
presents  with  the  following  injuries:  bruises  and  scratches 
about  the  neck  and  face,  five  scratches,  four  bruises"  rather 
than  "The  patient  was  bruised.") 

Record  observations,  not  your  speculations  about  the 
observations  ("The  bruises  and  scratches  were  in  various 
stages  of  healing.  There  was  dried  blood  on  the  neck"  rather 
than  "Patient  appeared  to  have  been  beaten  on  several 
different  occasions") 

Describe  the  injuries  according  to  type,  size,  and  loca- 
tion. Remember  that  in  cases  of  domestic  violence  (or 
indeed,  any  criminal  trauma  situation),  the  patient's  body  is 
not  only  something  to  be  healed,  but  also  a  crime  scene. 

Record  the  patient's  history  in  detail.  A  good  method 
states  a  question  and  the  patient's  responses.  Use  the  patient's 
own  words,  and  use  quotation  marks  to  clarify  which  words 
are  yours  and  which  the  patient's.  (Q:  "Who  did  this  to  you?" 
A:  "My  baby's  daddy."  Q:  "What's  his  name?"  A:  "Johnny 
Jones.")  Be  careful  to  record  information  related  to  you  about 
how  and  where  the  injuries  occurred,  as  well  as  any  history  of 
violence  between  the  patient  and  the  perpetrator. 


/"  ' 

In  Notlh  Carolina,  domestic  violence  can  result  in  crimi- 
nal charges  or  civil  actions  for  emergency  relief  or 
protection.  North  Carolina  General  Statute  §50B- 1  de- 
fines domestic  violence  as  follows: 

(a)  Domestic  violence  means  the  commission  of  one  or  more 
of  the  following  acts  upon  an  aggrieved  party  or  upon  a 
minor  child  residing  with  or  in  the  custody  of  the  aggrieved 
party  by  a  person  with  whom  the  aggrieved  party  has  or  has 
had  a  personal  relationship,  but  does  not  include  acts  ot  self- 
defense: 

1.  Attempting  to  cause  bodily  injury  or  unintention- 
ally causing  bodily  injury;  or 

2.  Placing  the  aggrieved  party  or  a  member  of  the 
aggrieved  party's  family  or  household  in  fear  of  imminent 
serious  bodily  injury;  or 

3.  CommittinganyactdefinedinG.S.  14-27. 2through 
G.S.  14-27.7. 

(b)  Forpurposesofthissection,theterm"personal relation- 
ship" means  a  relationship  wherein  the  parties  involved: 

1.     Arecurrentorformerspouses; 
2     Are  persons  of  the  opposite  sex  who  live  together 
or  have  lived  together; 

3.  Are  related  as  parents  and  children,  including  oth- 
ers acting  in  loco  parentis  to  a  minorchild,  oras  grandparents 
and  grandchildren.  For  purposes  of  this  subdivision,  an  ag- 
grieved party  may  not  obtain  an  order  of  protection  against 
a  child  or  grandchild  under  the  age  of  1 6; 

4.  Have  a  child  in  common; 

5.  Are  current  or  former  household  members; 

6.  Are  persons  of  the  opposite  sex  who  are  in  a  dating 
relationship  or  have  been  in  a  dating  relationship.  For  pur- 
poses of  this  subdivision,  a  dating  relationship  is  one  wherein 
the  parties  are  romantically  involved  over  time  and  on  a 
continuous  basis  during  the  course  of  the  relationship.  A 
casual  acquaintance  or  ordinary  fraternization  between  per- 
sons in  a  business  or  social  context  is  not  a  dating  relation- 
ship. 

Criminal  charges  are  divided  into  two  broad  categories, 
felonies  and  misdemeanors.  Felonies  are  more  seriouscrimes, 
generally  punishable  by  a  term  of  imprisonment  of  more 
than  five  months  up  to  and  including  death.  Any  crime  not  a 
felony  is  a  misdemeanor.  Felonies  are  tried  in  Superior  Court 
before  a  judge  and  jury.  Misdemeanors  are  tried  initially  in 
the  District  Court  before  a  judge,  with  a  trial  de  novo  in 
SuperiorCourt  upon  appeal. 

Domestic  violence  often  leads  to  criminal  charges  in- 
cluding, but  not  limited  to,  misdemeanor  assault,  batteries, 
or  affrays;  assault  inflicting  serious  injury;  assault  by  pointing 
a  gun;  felony  assaults  (assault  with  a  deadly  weapon  with 
intent  to  kill,  inflicting  serious  injury,  assault  with  a  deadly 
weapon  inflicting  serious  injury,  etc.);  communicating  threats; 
trespass;  kidnapping  or  abduction;  burglary,  breaking  and 
entering;  stalking;  rape  and  other  sexual  offenses;  murder; 
and  manslaughter.  Domestic  violence  may  also  result  in  civil 
actions  such  as  restraining  orders  for  the  protection  of  the 
alleged  victim. 
V y 
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If  any  detected  injuries  seem  inconsistent  with  tiie 
history  reported  by  the  patient,  this  should  be  explored 
further.  If  the  patient  persists,  document  the  patient's  state- 
ment as  well  as  your  opinion,  based  on  the  injuries  you  see. 
("Patient  states  gash  received  from  falling  off  of  her  bed  onto 
the  floor;  injury  appears  inconsistent  with  this  history,  but  is 
consistent  with  infliction  by  a  sharp  instrument.")  The 
person  you  are  seeing  may  well  be  the  defendant  in  an 
upcoming  case  and  may  be  trying  to  "set  up"  a  defense. 
Clarifying  your  records  about  any  apparent  inconsistency 
between  statement  and  wound  could  prevent  you  from  being 
used  in  the  creation  of  such  a  defense. 

Photograph  the  injuries  and  attach  the  photographs  to 
the  medical  record.  These  will  show  the  seriousness  of 
injuries  and  will  corroborate  any  future  testimony  about  what 
was  observed.  Take  several  photographs 
close  up,  including  one  of  the  face  of  the 
patient  so  there  can  be  no  doubt,  if  the  case 
comes  to  court,  that  the  photographs  are 
those  of  the  individual  in  question.  To  add 
perspective,  place  a  ruler  or  a  coin  in  the 
picture.  Always  write  your  name,  the  date, 
and  the  name  of  the  subject  on  each  photo- 
graph. If  you  do  not  take  the  photographs 
yourself,  make  certain  you  document  in  the 
medical  record  that  the  photographs  were 
taken  in  your  presence  and  by  whom  they 
were  taken. 

Use  diagrams,  especially  if  bruises  or 
other  injuries  such  as  bite  marks  are  so  faded 

that  they  will  not  show  distinctly  in  a  pho-  

tograph.  An  injury  location  chart  or  your 
own  drawing  is  sufficient. 

Document  the  chain  of  custody  if  you  collect  physical 
evidence  or  observe  physical  evidence  being  collected  in  your 
presence.  You  might  state,  "Handed  [bullet,  clothing,  broken 
eye  glasses,  rape  kit]  to  [police  officer  (name),  nurse  (name), 
etc.]  with  instructions  to  seal  in  a  paper  bag."  Preservation  of 
physical  evidence  may  provide  crucial  corroboration  of  the 
patient's  version  of  what  happened.  Sometimes  the  fact- 
finder does  not  know  whether  to  believe  the  purported  victim 
or  the  defendant.  Items  of  physical  evidence  such  as  torn 
clothing,  bloody  towels,  broken  jewelry,  or  hair  comparisons 
may  be  the  key  to  finding  the  truth  about  the  case.  Items  of 
physical  evidence,  especially  when  tested,  must  be  kept  in  a 
chain  of  custody  to  ensure  that  the  evidence  is  not  altered. 

Document  the  emotional  state  of  the  patient  in  the  active 
tense  and  objectively:  "Patient  is  sobbing  and  says  she  is 
'afraid  Johnny  will  cut  her  up  again.'"  Do  not  say,  "Patient  is 
upset  and  fearful  of  further  injury." 

Do  not  interview  the  patient  in  the  presence  of  the 
suspected  abuser.  The  less  inherendy  coercive  the  situation, 
the  more  likely  the  patient  will  be  to  speak  candidly. 


"Items  of  physical 

evidence  such  as 

torn  clothing, 

bloody  towels, 

broken  jewelry,  or 

hairconnparisons 

may  be  the  key  to 

finding  the  truth 

about  the  case." 


The  Use  of  the  Medical  Chart  In  Court 

A  medical  record  must  satisfy  five  criteria  to  be  used  as 
evidence  in  court.  The  custodian  of  the  records  must  testify 
to  the  following:  (1)  that  the  record  is  that  of  the  patient  in 
question,  (2)  that  the  record  was  compiled  in  the  ordinary 
course  of  business,  (3)  that  the  record  was  made  at  the  time 
the  events  cited  in  the  record  occurred,  (4)  that  the  record  was 
made  by  a  person  or  persons  who  had  knowledge  of  the 
events  recorded,  and  (5)  that  the  record  was  made  before  the 
litigation  began.  A  chart  that  fulfills  these  requirements  is, 
under  North  Carolina  law,  admissible  in  evidence  as  a 
business  record.-  This  means  that  the  medical  record  itself  is 
admissible  without  the  testimony  of  the  attending  doctor. 
Unfortunately,  having  the  record  ordinarily  will  not  exempt 
a  doctor  from  testifying,  but  a  well-docu- 
mented chart  will,  in  some  circumstances, 
convince  a  defendant  that  the  best  course  of 
action  is  to  plea-bargain,  thus  avoiding  a  trial. 
Conversely,  a  poorly  documented  chart  could 
cause  a  prosecutor  to  decide  not  to  take  a  case 
to  trial.  Sometimes  the  lawyers  will  stipulate 
what  the  doctor's  testimony  would  be,  based 
on  the  chart,  especially  when  the  chart  is  clear 
and  cogent.  In  these  situations,  the  doctor 
will  not  have  to  testify  in  court.  However,  in 
most  situations  the  medical  chart  serves  as  an 
aid  to  a  doctor's  testimony,  but  not  in  lieu  of 
such  testimony. 

The  doctor  generally  is  a  vital  witness  in 

trials  involving  domestic  violence  or  any  trial 

in  which  medical  evidence  is  relevant.  The 
doctor  is  the  one  person  who  can  provide  the  fact-finder  with 
credible  and  neutral  testimony  about  physical  trauma,  and 
expert  opinion  about  the  cause,  extent  and  seriousness  of  any 
injuries  noted.  Most  fact-finders  respect  doctors  both  for 
their  chosen  profession  as  healer  and  for  the  knowledge  and 
intelligence  needed  to  become  a  doctor.  Thus,  it  is  rare  that 
a  competent  prosecutor  will  forego  putting  a  doctor  on  the 
stand  to  explain  medical  observations  even  when  the  chart  is 
independently  admissible. 

No  one  enjoys  being  a  witness,  especially  under  cross- 
examination.  As  one  law  professor  put  it,  being  a  witness  is 
equivalent  to  standing  against  a  wall  and  having  darts  thrown 
at  you.  And  many  of  the  persons  throwing  those  darts  believe 
that,  but  for  a  bad  grade  or  two  in  P-Chem  or  Biology  101, 
they  would  have  been  doctors  instead  of  lawyers.  Still,  the 
time  on  the  witness  stand  will  be  less  painful  and  shorter 
when  the  medical  chart  has  been  carefully  documented. 

Of  first  and  utmost  importance,  remember  that  a  valid 
waiver  of  confidentiality — by  the  patient,  by  statute  (as  when 
reporting  child  abuse  or  gunshot  wounds)  or  by  a  valid  court 
order  issued  by  a  judge — is  necessary  before  testifying  about 
the  contents  of  the  medical  record,  before  using  the  record  for 
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any  puqiose  in  court,  or  before  speaking  to  a  lawyer  or 
investigator  in  preparation  for  court.  Even  after  confidenti- 
ality has  been  waived,  the  doctor  has  the  right  to  determine 
whether  or  not  to  speak  to  lawyers  or  investigators  for  either 
the  State  or  the  defense  before  trial  of  a  criminal  case.  When 
in  doubt  about  any  aspect  of  the  case,  the  doctor  should 
consult  his  own  counsel.  Premature  discussion  of  the  medical 
file  will  not  affect  its  admissibility  as  evidence,'  but  it  may 
affect  the  doctor's  license  if  a  breach  of  confidentiality 
complaint  is  filed  with  the  Medical  Board. 

The  medical  chart  and  the  doctor's  testimony  can  be 
used  in  a  number  of  ways  if  the  proper  foundation  for 
admissibility  is  present.  The  doctor  can  use  the  record  to 
refresh  his  recollection  on  the  matters  which  he  recorded  but 
cannot  independently  recall  in  court  without  assistance  of  the 
chart.''  It  can  be  introduced  in  lieu  of  the 
doctor's  testimony  if  the  doctor  has  no  inde- 
pendent recollection  of  the  matters  recorded 
in  the  medical  chart.'^  It  can  be  used  to 
corroborate  or  impeach  statements  of  the 
victim  or  defendant  at  trial  if  the  defendant 
or  victim  made  a  pertinent  statement  during 
■the  course  of  treatment.''  In  some  cases,  the 
statements  of  a  victim  recorded  in  the  chart 
can  be  introduced  even  if  the  victim  is 
unavailable  to  testify. '"'  The  chart  may  be 
used  by  other  doctors  as  the  basis  for  expert 
opinions  on  matters  relating  to  the  trial, 
such  as  whether  the  victim  suffered  from 
post-traumatic  stress  disorder,  or  whether 

the  defendant  had  the  necessary  level  of         

specific  intent  to  commit  the  crime  of  which 
he  stands  accused.'"  Relevant  photographs,  diagrams,  or  x- 
rays  may  be  introduced  to  illustrate  the  testimony  of  the 
witness  or,  in  some  cases,  as  independent  substantive  evi- 
dence. "'- 

As  we  noted  earlier,  actual  statements  made  by  the 
victim  or  defendant  during  treatment  should  be  recorded  in 
the  medical  chart  since  why  they  were  hurt,  how  they  were 
hurt,  and  who  hurt  them  is  pertinent  to  the  diagnosis  or 
treatment  of  their  injuries.  In  some  circumstances,  the  doctor 
is  able  to  testify  about  statements  made  by  the  patient  as  well 
as  about  any  injuries  observed  and  treated.  Such  testimony  is 
an  exception  to  the  rule  against  hearsay,  so  the  doctor  must 
present  a  foundation  for  the  reliability  of  this  information.  In 
most  circumstances,  the  rules  of  evidence  forbid  the  use  of 
"hearsay"  (statements  made  by  someone  other  than  the 
witness).  The  two  building  blocks  for  the  admission  of 
evidence  in  our  legal  system  are  that  the  evidence  must  be 
reUable  and  that  the  adverse  party  must  have  the  opportunity 
to  test  the  information  by  cross-examination.  Obviously, 
when  the  declarant  is  not  a  witness,  the  statement  cannot  be 
cross-examined  for  bias,  mistake,  or  other  matters  that  might 
suggest  to  the  fact-finder  that  the  statement  is  untruthful.  In 


"Premature  discussion 

of  the  medical  file  will 

not  affect  its 

admissibility  as 

evidence,  but  it  may 

affect  the  doctor's 

license  if  a  breach  of 

confidentiality 

complaint  is  filed  with 

the  Medical  Board." 


certain  circumstances,  courts  do  permit  hearsay  statements 
into  evidence:  if  the  statements  were  made  under  conditions 
that  would  render  them  reliable,  and  if  the  failure  to  intro- 
duce the  evidence  would  work  an  injustice.  Classic  examples 
include  dying  declarations;  business  records;  excited  utter- 
ances; statements  made  for  the  purpose  of  diagnosis  or 
treatment;  recorded  recollection;  statements  of  then-existing 
mental,  emotional,  or  physical  conditions;  records  of  vital 
statistics;  and  statements  against  penal  interest  such  as  a 
confession."  Because  of  the  nature  of  their  work  as  healers 
and  attendants  at  the  time  of  death,  doctors  and  nurses  are 
often  the  persons  who  hear  and  record  these  statements. 

Since  hearsay  evidence  precludes  the  requirement  for 
cross  examination  of  the  declarant,  careful  foundations  must 
be  laid  to  show  that  the  statements  were  made  under  condi- 
tions  that  would  render  them  reliable  be- 
fore a  doctor  may  testify  concerning  these 
matters.  The  court  must  be  certain  that 
medical  notes  contain  information  suffi- 
cient to  lay  the  necessary  evidentiary  foun- 
dation when  a  doctor  is  called  upon  in  court 
to  testify  about  the  statements. 

A  declaration  by  a  dying  patient  that  a 
specific  person  inflicted  (or  did  not  infUct) 
a  fatal  wound  may  be  admitted  into  evi- 
dence only  if  it  meets  a  two  part  test:  ( 1 )  that 
the  victim  believed  that  he  or  she  was  at  the 
point  of  death  and  unlikely  to  recover,  and 
(2)  that  the  victim  later  died.'""'*  The  best 
evidence  of  the  first  prong  of  the  test  is  an 
express  statement  to  that  effect  by  the  pa- 
tient. A  notation  in  the  medical  chart  that 
the  victim  believed  that  she  was  going  to  die  and  why  she  held 
that  belief  would  help  lay  the  foundation  for  admissibility  of 
the  declaration."" 

A  statement  given  for  purposes  of  medical  diagnosis  or 
treatment  is  admissible  as  an  exception  to  the  hearsay  rule 
only  when  it  is  clearly  established  that  ( 1 )  the  patient 
intended  to  make  the  statement  at  issue  in  order  to  obtain  a 
medical  treatment  or  diagnosis,  and  (2)  the  statement  was 
reasonably  pertinent  to  diagnosis  or  treatment.  The  patient's 
intentions  are  drawn  from  the  objective  circumstances  of  the 
record."  A  statement  of  why  the  patient  presented  to  the 
doctor  can  be  of  utmost  importance  in  establishing  that  the 
victim  sought  treatment,  not  to  supply  favorable  evidence  for 
court.  Pre-trial  statements  made  by  a  victim  or  defendant  to 
a  doctor  who  is  to  serve  as  an  expert  witness  are  not  admissible 
as  exceptions  to  the  hearsay  rule  since,  clearly,  the  indicia  of 
reliability  is  no  longer  present.  The  victim  or  defendant  is 
preparing  for  court,  not  for  medical  treatment.'^ 

The  rule  of  past  recollection  recorded  [North  Carolina 
General  Statute  (NCOS)  §8C-I.  Rule  803(5)]  permits 
introduction  of  certain  written  evidence  when  the  memory  of 
the  person  who  wrote  or  adopted  the  statement  has  faded  and 


NCMJ  September/October  2000,  Volume  61  Number  5 


269 


cannot  be  refreshed  by  reviewing  the  statement.  Most  doc- 
tors, especially  family  practitioners,  will  recall  their  patient's 
injuries  and  treatment  when  they  review  a  well-documented 
medical  record.  But  in  large  emergency  departments  doctors 
see  thousands  of  patients  and  may  not  remember  anything 
about  the  circumstances  of  treatment  when  the  case  comes  to 
trial  a  year  or  so  later.  In  such  cases,  the  record  will  be 
introduced  into  evidence  in  lieu  of  the  doctor's  testimony  as 
long  as  the  doctor  can  state  that,  while  he  or  she  no  longer 
recalls  the  information,  the  medical  record  was  ( 1 )  made  or 
adopted  by  the  testifying  doctor  at  a  time  when  he  or  she 
recalled  the  events,  and  (2)  accurate  at  the  time  it  was  written 
down. 

Medical  records  can  be  introduced  under  the  business 
record  exception  to  the  hearsay  rule  so  long  as  the  custodian 
of  the  records  states  that  the  records  were  under  his  custody 
and  control,  were  made  in  the  regular  course  of  business,  were 
made  at  or  near  the  time  of  the  act  or  event  recorded,  and  were 
made  by  persons  having  personal  knowl- 
edge of  the  information  recorded. '''■-" 

An  expert  witness  may  use  the  medical 
records  to  form  opinion  on  a  diagnosis.  The 
expert  may  then  testify  concerning  how  he 
reached  his  decision  and,  in  doing  so,  may 
quote  from  the  record  or  have  it  introduced 
through  him.  An  opponent  may  cross-ex- 
amine the  expert  who  used  the  records  to 
form  an  opinion.-' 

In  general,  a  doctor  introducing  photo- 
graphs or  diagrams  into  evidence  must  state 
that  they  illustrate  his  or  her  testimony 
about  observations  of  the  victim  or  defen- 
dant, or  the  injuries  or  the  extent  of  injuries. 
In  other  words,  photographs  serve  as  aids  to 
the  testimony  of  the  doctor,  not  as  freestanding  evidence."-' 
But  since  1981  photographs,  videotapes,  x-rays  or  other  such 
visual  representations  may  be  introduced  independently  as 
substantive  evidence,  whether  or  not  a  witness  can  say  that 
the  photograph  or  x-ray  illustrated  his  testimony.  When  used 
in  this  way,  the  important  issues  are  whether  the  visual 
depiction  is  relevant,  whether  the  apparatus  that  created  the 
image  was  working  properly,  and  whether  the  chain  of 
custody  for  the  visual  exhibit  was  maintained — in  other 
words,  whether  the  visual  representation  has  been  authenti- 
cated. 

The  properly  documented  medical  record  is  a  valuable 
asset  to  the  truth-fmding  function  of  a  trial.  It  can  help  a 
doctor  testifying  about  the  victim's  condition  and  injuries  by 
providing  a  documentary  record  of  treatment.  A  doctor's 
primary  duty  must  always  be  the  care  of  the  patient,  but 
attention  to  charting  will  assist  in  the  legal  proceedings  that 
often  follow. 


"If  you  have  doubts 
about  the  validity  of 

service,  call 

appropriate  counsel. 

Just  as  lawyers 

cannot  take  out 

tonsils,  doctors 

should  not  try  to 

practice  law." 


The Subpoena 

Doctors  may  receive  a  subpoena  to  produce  the  medical  file 
and  testify  in  court  about  a  patient's  injuries.  Most  of  the 
cases  are  tried  in  the  state  court  system  on  criminal  charges 
of  assault,  rape,  or  murder.  Subpoenas  are  likely  to  be  issued 
by  the  District  Attorney's  office  on  behalf  of  the  patient,  but 
some  are  issued  by  defense  counsel  in  a  criminal  case  or  by 
either  party  in  a  civil  case,  especially  in  child  custody  or 
divorce  actions. 

Rule  45  of  the  Rules  of  Civil  Procedure  governs  the 
manner  by  which  subpoenas  may  be  issued  and  served  to 
require  the  attendance  of  witnesses  and  the  production  of 
documentary  evidence.  Rule  45  and  related  rules  outline  valid 
methods  of  serving  subpoenas  and  the  punishment  for  failure 
to  obey.  Subpoenas  may  be  issued  for  testimony  only,  or  for 
both  medical  charts  and  testimony  in  court  or  in  pretrial 
depositions.  Normally,  subpoenas  are  served  in  person  by  the 
sheriff  or  a  deputy,  but  they  may  be  served 
by  the  coroner  or  any  person  not  less  than 
1 8  years  old  who  is  not  a  party  to  the  legal 
proceeding.  Delivery  in  person  or  by  cer- 
tified or  registered  mail  is  the  only  appro- 
priate method  of  service  for  the  produc- 
tion of  documentary  evidence.  Service  of 
a  subpoena  by  telephone  suffices  when 
the  subpoena  is  for  testimony  only.-''  The 
most  important  thing  is  that,  even  if 
service  seems  less  than  authentic  because 
of  how,  when,  or  by  whom  served,  a  judge 
will  consider  that  the  doctor  is  on  notice 
for  his  presence  in  court.  If  you  have 

doubts  about  the  validity  of  service,  call 

appropriate  counsel.  Just  as  lawyers  can- 
not take  out  tonsils,  doctors  should  not  try  to  practice  law.  A 
doctor  should  not  place  his  reputation  or  personal  freedom  in 
jeopardy  by  failing  to  respond  to  a  subpoena,  no  matter  how 
exasperating  the  circumstances. 

There  are  several  things  to  remember  if  you  receive  a 
subpoena: 

DO:  Take  the  subpoena  seriously.  You  can  and  will  be 
held  in  contempt  if  you  do  not  appear  as  directed.  The  judge 
is  permitted  by  law  to  order  you  brought  before  him  and  then 
summarily  placed  in  jail  without  a  trial  if  you  disobey  a  court 
order  such  as  a  subpoena. 

DO:  Call  for  appropriate  legal  assistance.  Ask  the  party 
who  subpoenaed  you  to  permit  you  to  be  on  telephone 
standby  or  to  arrange  a  time  certain  for  you  to  come  to  court. 
If  the  District  Attorney  subpoenas  you  or  your  medical  chart 
or  both,  contact  the  witness  coordinator  for  the  District 
Attorney's  office  (Appendix)  so  that  you  will  not  have  to 
spend  time  just  sitting  in  court. 
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DO:  Review  the  subpoena  to  determine  who  subpoe- 
naed you.  If  you  receive  telephone  service  rather  than  per- 
sonal or  mail  service,  request  that  the  document  itself  be 
faxed  or  delivered  to  you. 

DO:  If  someone  other  than  the  District  Attorney  sub- 
poenaed you,  call  that  party's  counsel  and  request  an  accom- 
modation regarding  when  you  must  appear  to  testify  and 
whether  you  may  be  on  telephone  stand-by.  Even  if  you 
receive  no  cooperation,  do  not  ignore  the  subpoena.  Request 
assistance  from  the  district  attorney  or  ask  your  own  lawyer 
or  the  hospital's  legal  counsel  to  help  you. 

DO:  If  you  are  on  staff  at  a  hospital  or  have  legal  counsel 
for  your  clinic,  contact  that  counsel  as  soon  as  you  receive  a 
subpoena.  If  you  do  not  have  in-house  counsel,  seek  your 
own  legal  counsel  regarding  questions  about  the  subpoena. 

DO  NOT:  Talk  to  anyone  other  than  your  patient  about 
the  patient's  situation  or  about  the  contents  of  the  medical 
chart.  This  includes  the  District  Attorney  or  the  police, 
except  when  you  have  written  authorization  or  release  from 
your  patient,  statutory  authority  waiving  the  privilege  in  a 
particular  circumstance,  or  a  valid  court  order  requiring  the 
release  of  information.  Unless  signed  by  a  judge,  a  subpoena 
does  not  require  that  you  to  talk  to  or  turn  your  file  over  to 
anyone.  Do  not  yield  to  pressure  to  send  a  medical  record  to 
anyone  or  discuss  its  contents  without  patient  authorization, 
statutory  authority,  or  a  valid  court  order.  This  includes  the 
patient's  own  lawyer. 

DO  NOT:  Release  the  medical  record  without  patient 
authorization  unless  ordered  to  by  the  judge  in  open  court,  by 
a  judge-signed  subpoena,  by  a  written  court  order  signed  by 
a  judge,  in  response  to  a  search  warrant,  or  pursuant  to  a 
statutory  requirement. 

DO  NOT:  Underestimate  the  wrath  of  a  judge  if  you  do 
not  appear  as  directed  by  a  subpoena  or  if  you  fail  to  bring  the 
required  documents.  As  noted  earlier,  judges  have  contempt 
power  and  they  will  use  it  to  enforce  the  authority  of  the 
subpoena. 

The  preceding  list  of  "Dos  and  Don'ts"  should  limit 
administrative  problems,  limit  any  ethical  concerns,  and  cut 
down  on  the  time  you  must  sit  in  court  waiting  to  testify.  Just 
remember  subpoenas  are  like  taxes,  unpleasant  but  some- 
thing you  ignore  at  your  peril. 


Conclusion 

In  order  to  best  serve  the  patient's  interests  in  cases  of 
suspected  domestic  violence,  doctors  must  keep  a  proper 
medical  chart,  looking  not  only  to  the  present  medical 
situation  but  also  to  the  eventuality  of  future  legal  proceed- 
ings. Armed  with  a  properly  documented  medical  chart,  the 
doctor  can,  with  confidence,  negotiate  the  unfamiliar  waters 
of  the  legal  system. 

References 

1  JCAHO,  2000  Comprehensive  Accreditation  Manual  for 
Hospitals,  IM.7.2 

2  North  Carolina  General  Statute  (NCOS)  §8-44.1:  8C-1,  Rule 
803(6). 

3  State  V.  Fullwood,  323  NC  371,  373  SE  2d  518  (1988). 

4  Present  Recollection  Refreshed.  NCOS  §  8C-1.  Rule  612 

5  Past  Recollection  Recorded.  NCOS  §  8C-1,  Rule  803(5). 

6  Prior  Statements  of  Witnesses.  NCOS  §  8C-1,  Rule  613 

7  Dying  Declaration.  NCOS.  §  8C-1.  Rule  804  (1) 

8  NCOS  §  8-51.1 

9  Statement  of  Medical  Condition,  Excited  Utterances,  Past 
Recollection  Recorded,  Business  Records,  Statements  for 
Purpose  of  Medical  Treatment  or  Diagnosis.  NCGS  §  8C-1, 
Rules  803,  804 

10  NCGS  §  8C-1,  Rule  701.  et  seq. 

11  NCGS  §8-97 

12  NCGS  §8C-1,  Rule   1001). 

13  NCGS  §  8C-1.  Rules  803  (1-9)  and  804 

14  NCGS  §  8C-1,  Rule  804(2) 

15  NCGS  §  8-51.1. 

16  State  V.  Stevens,  295  NC  21.  243  S.E.2d  771  (1978) 

17  State  V.  Hinnant,  351  NC  277,  523  S.E.2d  663  (2000) 

18  State  V.  Stafford,  317  NC  568,  346  S.E.2d  463  (1986) 

19  NCGS  §  8-44.1 

20  NCGS  §  8C-1,  Rule  803(6) 

21  NCGS  §  8C-1,  Rule  703 

22  NCGS  §  8-97 

23  NCGS  §  8C-1.  Rule  1001  et  seq. 

24  NCGS  §1A-1,  Rule  45(e) 


NCMJ  September/October  2000.  Volume  61  Number  5        271 


Appendix  2.  Directory  of  North  Carolina  prosecutors  and  staff 


District 

Counties 

District  Attorney 

Phone  number 

for  witness  coordinator 

Domestic 

violence  coordinator 

1 

Camden,  Chowan.Currituck,  Dare, 
Gates,  Pasquotank,  Perquimans 

Frank  R.Panish 

(252)331-4743 

• 

2 

Beaufort,  Hyde,  Martin,  Tyrell, 
Washington 

Mitchell  D.  Norton 

(252)946-0141 

3A 

Pitt 

W.Clark  Everett 

(252)695-7200 

Deborah  J.  Battle 
(252)695-7207 

2B 

Carteret,  Craven,  Pamlico 

David  McFayden,  Jr. 

(252)514-4703 

4 

Duplin,  Jones,  Onslow,  Sampson 

G.Dewey  Hudson,  Jr. 

(910)455-8008 

5 

New  Hanover,  Pender 

John  E.  Carriker 

(910)341-4510 

Charles  Bost 
Charles  Chapman 
(910)772-7814 

6A 

Halifax 

W.RobertCaudlell 

(252)583-4801 

€B 

Bertie,  Hertford,  Northampton 

David  H.  Beard,  Jr. 

(252)398-5/ /I 

7 

Edgecombe,  Nash,  Wilson 

Howards.  Boney,  Jr. 

(252)823-7350 

8 

Greene,  Lenoir,  Wayne 

Branny  Vickory 

(252)731-7913 

9 

Franklin,  Granville,  Vance,  Warren 

David  R.  Waters 

(919)693-b//3 

SA 

Caswell,  Person 

Joel  H.  Brewer 

(336)597-0562 

10 

Wake 

Colon  Willoughby,  Jr. 

(919)835-3353 

Heidi  M.Betts 
Marianne  Wellen 
(919)835-3347 

11 

Johnston,  Harnett,  Lee 

Thomas  H.  Lock 

(919)934-3071 

Melissa  Godwin 
Anne Lucas 
Melody  Price 
(919)934-3071 

12 

Cumberland 

EdwardW.Grannis,Jr. 

(910)678-2915 

13 

Bladen,  Brunswick,  Columbus 

Rex  Gore 

(910)253-4447 

14 

Durham 

James  E.Hardin,  Jr. 

(919)560-6044 

15A 

Alamance 

Robert  F.Johnson 

(336)570-6876 

LoriWickline 
(336)570-6876 

15B 

Chatham,  Orange 

Carl  R.  Fox 

(919)732-9334 

16A 

Hoke,  Scotland 

Jean  E.  Powell 

(910)875-9632 

16B 

Robeson 

LutherJohnsonBrittlll 

(910)671-3300 

17A 

Rockingham 

Belinda  J.  Foster 

(336)342-8760 

17B 

Stokes,  Surry 

C.Ricky  Bowman 

(336)386-8178 

18 

Guilford 

Horace  M.  (Jim)  Kimel 

(336)574-4313 

19A 

Cabarrus 

Mar1<Speas 

(704)786-6171 

19B 

Randolph,  Montgomery,  Moore 

Garland  N.Yates 

(336)318-6890 

19C 

Rowan 

William  D.Kenerly 

(704)639-7512 

20 

Anson,  Richmond,  Stanly,  Union 

Kenneth  W.  Honeycutt 

(704)289-3340 

DebraA.Smith 
(704)289-3340 

21 

Forsyth 

Thomas  J.  Keith 

(336)761-2214 

22 

Alexander,  Davidson,  Davie,  Iredell 

Garry  Frank 

(336)249-0373 

23 

Alleghany,  Ashe,  Wilkes,  Yadkin 

Tom  Horner 

(336)667-6361 

24 

Avery,  Madison,  Mitchell,  Watauga, 
Yancey 

JamesT.  (Tom)  Rusher 

(828)265-5405 

25 

Burke,  Caldwell,  Catawba 

DavidT.  Flaherty,  Jr. 

(828)757-1364 

26 

Mecklenburg 

PeterS.  Gilchrist,  III 

(704)347-7891 

27A 

Gaston 

Michael  K.  Lands 

(704)852-3113 

27B 

Cleveland,  Lincoln 

William  C.Young 

(704)484-4872 

28 

Buncombe 

Ronald  L.Moore 

(828)232-2500 

29 

Henderson,  McDowell,  Polk, 
Rutherford,  Transylvania 

Jeff  Hunt 

(828)697-4882 

30 

Cherokee,  Clay,  Graham,  Haywood, 
Jackson,  Macon,  Swain 

Charles  W.Hipps 

(828)456-3067 
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N.C.  COUNCIL  FOR  WOMEN 
DOMESTIC  VIOLENCE  &  SEXUAL  ASSAULT 

STATE-FUNDED  PROGRAMS 

JULY  1, 2000  -  JUNE  30, 2001 

http://www.doa.state.nc.us/doa/cfw/cfw.htm 

DV=Domestic  Violence  Program  SA=Sexual  Assault  Program  DV/SA=Program  serves  DV  &  SA 


*New  DV  Programs 


**New  SA  Programs 


ALAMANCE  COUNTY     (DV) 

FAMILY  ABUSE  SERVICES  OF 

ALAMANCE  COUNTY,  INC. 

PO  Box  2192 

142  S.  Lexington  A\enue 

Burlinaton.  NC  27216 

Office  Phone:        (336)226-5982 

Fax  Number.         (336)  226-0536 

Crisis  Phone:         (336)226-5985 

Contact:  Jenna  Johnson 

ALAMANCE  COUNTY  (SA) 

CROSSROADS 

PO  Box  673 

Burlington.  NC  27217 

Office  Phone:        (336)228-0813 

Fax  Number:         (336)228-7087 

CrisisPhone:         (336)228-0360 

Contact:  Brenda  Sawyer 

*ALEXANDER  COUNTY  (DV) 

senice  provided  through  Wilkes  Countx 

DOMESTIC  VIOLENCE  RESOURCE 

CENTER 

PO  Box  652 

Taylorsville.NC  28681 

Office  Phone:        (828)635-8850 

Fax  Number: 

Crisis  Phone: 

Contact:  Michelle  Cole 

'ALLEGHANY  COUNTY  (DV) 
ALLEGHANY'  PARTNERSHIP  FOR 
CHILDREN 
PO  Box  1643 
451  N.  Main  Street 
Sparta.  NC  28675 
Office  Phone:        (336)372-2846 
Fax  Number:         (336)372-7705 
CrisisPhone:         (828)262-5035* 
(SA)        (800)268-1488* 
Contact:  Bob  Bamberg 

i*Crisisnumhen  are  lo  Oasis  inWatauga  County) 

SANSON  COUNTY  (DV) 
ANSON  DOMESTIC  VIOLENCE 
COALmON 
148-CE.  Morgan  Street 
Wadesboro.NC  28170 
Office  Phone:         (704)  694-4499 
Fax  Number:         (704)694-4515 
CrisisPhone:         (704)694-4499 
Contact:  Mechell  Turner 

ASHE  COUNTY 
see  Watauga  County 

AVERY  COUNTY  (DV) 
AC,\DA  HOME.  INC. 
PO  Box  1645 
Newland.  NC  28657 
OfficePhone:         (828)733-3512 
Fax  Number:         (828)733-7319 
CnsisPhone:         (828)733-3512 
Contact:  Susie  Smith 


BEAUFORT  COUNTY      (DV/SA) 
serves  Washington,  Martin.  Hyde  & 
Tvrrell  Counties 
OPTIONS    TO    DOMESTIC 
VIOLENCE  &  SEXUAL  ASSAULT. 
INC. 

PO  Box  1387 
Washington.  NC  27889 
OfficePhone:  (252)946-3219 
Fax  Number:  (252)946-9678 
CrisisPhone:  (252)946-3219 
(877)723-8390 
Contact:  Tiffany  Baker 

*BERT1E  COUNTY  (DV) 
service  provided  through  Hertford  County- 
ROANOKE-CHOWAN  S.A.FE. 
PO  Box  98 
Ahoskie.NC  27910 
OfficePhone:        (252)332-1933 
(252) 332-4047 
Fax  Number:         (252)332-2450 
CrisisPhone:         (252)332-1933 
Contact:  Connie  Piland 

*BLADEN  COUNTY  (DV) 

service  provided  through  Columbus  Courin 

FAMILIES  FIRST  INC. 

PO  Box  1776 

Whiteville,  NC  28472 

OfficePhone:        (910)642-5996 

Fax  Number:         (910)641-0253 

CrisisPhone:         (910)641-0444 

Contact:  Vickie  Pate 

senice  also  provided  h\  Robeson  Countx 

SOUTHEASTERN  FAMILY  VIOLENCE 

CENTER 

PO  Box  642 

Lumberton.  NC  28359-0642 

OfficePhone:        (910)739-8622 

Fax  Number:         (910)739-1180 

CnsisPhone:         (910)739-8622 

Contact:  Debra  Fowler 

BRUNSWICK  COUNTY  (DV/SA) 
HOPE  HARBOR  HOME.  INC. 
PO  Box  230 

1053  Old  Ocean  Hwv.  17  S. 
Supply.  NC  28462 
OfficePhone:         (910)754-5726 
Fax  Number:         (910)754-9049 
CrisisPhone:         (910)754-5856 
Contact:  Cathy  Swaim 

BUNCOMBE  COUNTY  (DV) 

HELPMATE.  INC. 

56  College  Street,  Suite  201  Asheville.NC 

28801 

Office  Phone:        (828)  254-2968 

Fax  Number:         (828)254-0720 

Crisis  Phone:     (828)     254-0516 

Contact:  Sharon  Robbins 


BUNCOMBE  COUNTY     (SA) 
OUR  VOICE 
BUNCOMBE    COUNTY 
PO  Box  7453 
Asheville,  NC    28802 

Office   Phone:  (828)     252-0562 

Fax  Number:  (828)     252-8601 

Crisis  Phone:  (828)     255-7576 

Contact:  Cynthia   Shaffer 

BURKE  COUNTY     (DV/SA) 
OPTIONS,    INC. 
PO  Box  2512 
Moraanton.  NC     28680 
Office    Phone:    (828)     438-9444 
Fax  Number:      (828)     437-0323 
Crisis  Phone:     (828)     438-9444 
Contact:  Elaine    Propst 

**CABARRUS  COUNTY      (DV/SA) 
CABARRUS  VICTIM'S 
ASSISTANCE    NETWORK 
PO   Box    1749 
Concord,  NC     28026 

Office    Phone:    (704)     788-1108 
Fax  Number:      (704)     788-1109 

call  prior  to  faxing 
Crisis  No:  (704)     788-2826 

Contact:  Mary  M.   Flynn 

CALDWELL  COUNTY     ( D V/SA ) 
SHELTER   HOME  OF  CALDWELL 
COUNTY,    INC. 
515  Scroggs  Street 
Lenoir.  NC     28645 
Office    Phone:   (828)     758-0888 
Fax  Number:      (828)     758-8949 
Crisis  Phone:     (828)     758-0888 
Contact:  Terri    Looper 

CAMDEN  COUNTY 
see  Pasquotank  County 

CARTERET  COUNTY     (DV) 
CARTERET    COUNTY    DOMESTIC 
VIOLENCE   PROGRAM.   INC. 
PO   Box   2279 
Morehead  Citv.  NC    28557 
Office    Phone:   (252)     726-2336 
Fax  Number:      (252)     726-8996 
Crisis  Phone:     (252)     728-3788 
Contact:  Glenda  Riggs 

CARTERET  COUNTY     (SA) 
CARTERET    COUNTY    RAPE 
CRISIS  PROGRAM 
313   Turner  Street 
Beaufort.  NC     28516 

Office    Phone:  (252)     504-3668 

Fax  Number:  (252)     504-3768 

Crisis  Phone:  (252)     247-3023 

Contact:  Jane   Harvey 


CASWELL  COUNTY     (DV) 
CASWELL   COUNTY   PARISH, 
INC. 

PO  Drawer  F 
1038  Main  Street 
Yanceyville.  NC     27379 
Office   Phone:   (336)     694-6428 
Fax  Number:      (336)     694-9276 
Crisis  Phone:     (336)     694-5655 
Contact:  Lisa  Lipscomb 

CATAWBA  COUNTY  (DV) 

FAMILY   GUIDANCE  CENTER, 

INC. 

17  Hwy.  70,  SE 

Hickory,  NC     28602 

Office    Phone:   (828)  322-1400 

Fax  Number:      (828)  324-8682 

Crisis  Phone:     (828)  322-1400 

Contact:  Sherry  Barnes 

CATAWBA  COUNTY     (SA) 
serves  Alexander  Countx 
RAPE  CRISIS  CENTER 
260  1st  Avenue  NW.  Suite  228 
Hickory,  NC  28601 
OfficePhone:        (828)322-6011 
Fax  Number:         (828)322-1704 
CrisisPhone:         (828)322-6011 
Contact:  Bettye  Clark 

CHATHAM  COUNTY  (DV/SA) 
FAMILY  VIOLENCE  &  RAPE  CRISIS 
SERVICES 
PO  Box  1105 
Pitlsboro,NC  27312 
OfficePhone:        (919)542-5445 
Fax  Number:         (919)542-6414 
CrisisPhone:         (919)542-4422 
Contact:  Jo  Sanders 

CHEROKEE  COUNTY  (DV/SA) 

sen-es  Cla\  Counrv 

TASK  FORCE  ON  FAMILY  VIOLENCE, 

REACH,  INC. 

PO  Box  977 

Murphy,  NC  28906 

OfficePhone:        (828)837-8064 

Fax  Number:         (828)837-2097 

CnsisPhone:         (828)837-8064 

Contact:  Robin  Mauney 

CHOWAN  COUNTY 

See  Hertford  and  Pasquotank  Counties 

*CLAY  COUNTY  (DV) 

ser\nce  provided  through  Cherokee  County 

REACH  OF  CLAY  COUNTY 

PO  Box  1485 

HavesviUe,  NC  28904 

Office    Phone:    (828)     389-0797 

Fax  Number:      (828)     389-0797 

call  prior  to  faxing 
Crisis  Phone:     (828)     389-0797 
Contact:  Vicky   Taylor 
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CLEVELAND  COUNTY     (DV/SA) 
serves  Cherokee  Coiiiilw  SC 
CLEVELAND  COUNTY  ABUSE 
PREVENTION  COUNCIL.  INC. 
PO  Box  2589 
Shelby,  NC  28 15 1 
Office  Phone:        (704)  487-9325 
Fax  Number:         (704)487-9314 
CrisisPhone:         (704)481-0043 
Contact:  Millie  Hershenson 

**COLUMBUS  COUNTY  (DV/SA) 
ser\'es  Bkuien  Cmmt\ 
FAMILIES  FIRST  INC. 
PO  Box  1776 
Whiteville,  NC  28472 
Office  Phone:        (910)642-5996 
Fax  Number:         (910)641-0253 
CrisisPhone:         (910)641-0444 
Contact:  Vickie  Pate 

CRAVEN  COUNTY     (DV) 

serves  Jones  &  Pamlito  Counties 

COASTAL  WOMEN'S  SHELTER 

PO  Box  13081 

1333  S.  Glenbumie  Road 

New  Bern,  NC  28561 

Office  Phone:        (252)638-4509 

Fax  Number:         (252)638-1298 

CrisisPhone:         (252)638-5995 

Contact:  Joan  Cantor 

CRAVEN  COUNTY  (SAj 
CRAVEN  COUNTY  COUNCIL  ON 
WOMEN,  INC. 
PO  Box  1285 
1401  Park  Avenue,  28560 
New  Bern,  NC  28536-1285 
Office  Phone:        (252)636-3381 
Fax  Number:         (252)636-2278 
CrisisPhone:         (252)638-5995 
Contact:  Jennifer  Schultz 

CUMBERUND  COUNTY  (DV) 

serves  Ft.  Bragg  &  PopeAFB 

CARE  (Cumberland  County  Dept.  of  Social 

Services) 

PO  Box  2429 

Fayetteville.NC  28302 

Office  Phone:        (910)323-4187 

Fax  Number:         (910)677-2661 

CrisisPhone:         (910)323-4187 

Contact:  Crystal  Black 

CUMBERLAND  COUNTY  (SAI 
RAPE  CRISIS  VOLUNTEERS  OF 
CUMBERLAND  COUNTY 
1327  Morganton  Road 
Fayetteville,  NC  28303 
Office  Phone:        (910)485-7273 
Fax  Number:         (910)485-1365 
CrisisPhone:         (910)485-7273 
Contact:  AureUa  Sands-Belle 

*CURRITUCK COUNTY  (DV) 

ser\'ice  provided  through  Pasquotank 

Counl\' 

ALBEMARLE  HOPELINE 

PO  Box  2064 

EhzabethCity.NC  27906-2064 

Office  Phone:        (252)338-5338 

Fax  Number:         (252)338-2952 

CrisisPhone:         (252)338-3011 

Contact:  Patricia  Youngblood 

DARE  COUNTY  (DV/SA) 
OUTER  BANKS  HOTLINE,  INC. 
PO  Box  1417 
Manteo,  NC  27954 
Office  Phone:        (252)473-5121 
Fax  Number:      (252)     473-9895 
CrisisPhone:         (252)473-3366 
Contact:  Lynn  Bryant 


DAVIDSON  COUNTY     (DV/SAI 

FAMILY  SERVICES  OF  DAVIDSON 

COUNTY.    INC. 

PO  Box  607 

Lexington,  NC  27293 

Office  Phone:        (336)249-0237 

Fax  Number:         (336)243-7685 

Cnsis  Phone:         (336)243-1934 

Contact:  Glynis  Wikstrom 

DAVIE  COUNTY  (DV) 
DAVIE  DOMESTIC  VIOLENCE 
SERVICES 

180  South  Main  Street,  Suite  115 
Mocksville,  NC  27028 
OfficePhone:        (336)751-3450 
Fax  Number:         (336)751-3451 
CrisisPhone:         (336)751-4357 
Contact:  Martha  McQueen 

**DUPLIN COUNTY  (DV/SA) 
SARAH'S  REFUGE,  INC. 
PO  Box  368 
121  West  College  Street 
Warsaw,  NC  28398 
OfficePhone:        (910)293-3467 
Fax  Number:         (910)293-3973 
Cnsis  Phone:         (910)293-3973 
Contact:  Patricia  Peterson 

DURHAM  COUNTY  (DV) 
ORANGE/DURHAM  COALITION  FOR 
BATTERED  WOMEN 

PO  Box  688 
Durham.  NC  27702 
OfficePhone:         (919)688-4015 
Fax  Number:         (919)403-7075 
Cnsis  Phone:         (919)688-2372 
Contact:  Ada  Gregory 

DURHAM  COUNTY  (SA) 

serves  Person.  Vance  &  Granville  Counties 

RAPE  CRISIS  OF  DURHAM 

PO  Box  52028 

1703  Chapel  Hill  Road 

Durham,  NC  27717 

OfficePhone:        (919)419-7055 

Fax  Number:         (919)490-9726 

Cnsis  Phone:         (919)401-9295 

Contact:  Tern  Allred 

EDGECOMBE  COUNTY  (DV/SA) 

serx'es  Nash  Countv 

EXECUTIVE  OFFICE 

MY  SISTER'S  HOUSE,  INC. 

PO  Box  7665 

Rocky  Mourn,  NC  27804-0665 

Office  Phone:        (252)  977-2892 

Fax  Number:         (252)977-9459 

Cnsis  Phone:         (252)446-2400 

Contact:  Meredith  Holland 

SATELLITE  OFFICE 

MY  SISTER'S  HOUSE 

217  Main  Street 

PortofTarboro 

Tarboro,  NC  27886 

Oftice  Phone:        (252)823-7057 

Fax  Number: 

Cnsis  Phone:         (252)446-2400 

Contact:  Meredith  Holland 

FORSnH  COUNT}'  (DV/SAI 
FAMILY  SERVICES,  INC. 
610Coliseum  Drive 
Winston-Salem,  NC  27106 
OfficePhone:        (336)722-8173 
Fax  Number:         (336)724-6491 
Crisis  Phone:     (336)     723-8125 
Sexual  Assault:      (336)722-4457 
Contact:  Michael  Turner 


FRANKLIN  COUNTY     (DV) 

serves  Granville,  Vance  &  Warren 

Counties 

SAFE  SPACE,  INC. 

102  South  Main  Street 

PO  Box  240 

Louisburg,  NC  27549 

OfficePhone:        (919)497-5444 

Fax  Number:         (919)497-1761 

CrisisPhone:         (919)497-1761 

Contact:  Janeen  Haller 

GASTON  COUNTY  (DV) 

THE  SHELTER  OF  GASTON  COUNTY 

c/o  Gaston  County  Department  of  Social 

Services 

330  N.  Marietta  Street 

Gastonia,  NC  28052 

Office  Phone:         (704)  862-7500 

Fax  Number:         (704)852-6004 

Cnsis  Phone:         (704)852-6000 

Contact:  Cathy  Cloninger 

GASTON  COUNTY  (SA) 
AVID/FAMILY  SERVICE,  INC. 
214E.FranklmBlvd. 
Gastonia.  NC  28052 
OfficePhone:        (704)864-7704 
Fax  Number:         (704)853-8018 
CrisisPhone:         (704)864-0060 
Contact:  Dewey  Matherly 

GATES  COUNTY 

see  Hertford  and  Pasquotank  Counties 

'GRAHAM  COUNTY  (DV) 

sen'ice  provided  through  Swain  Counts' 

SWAIN/QUALLA  SAFE.  INC. 

PO  Box  1416 

Bryson  City,  NC  28713 

Office  Phone:        (828) 488-9038 

Fax  Number:         (828)488-1620 

Crisis  Phone;         (828)  488-6809 
(Bryson  City) 
(828)497-2518 
(Cherokee) 

Contact:  Darlene  Bradley 

GRANVILLE  COUNTY 

see  Durham  and  Wake  Counties 

*GREENE  COUNTY  (DV) 

senice  provided  through  Lenoir  Count^■ 

S.A.FE.  IN  LENOIR  COUNTY 

PO  Box  3092 

KJnston,  NC  28502-3092 

OfficePhone:        (252)523-5573 

Fax  Number:         (252)523-9888 

Cnsis  Phone:         (252)523-5573 

Contact:  Sue  Lawson 

GUILFORD  COUNT]'  (DV/SA) 
FAMILY  SERVICE  OFTHE  PIEDMONT 
INC. 

301  E,  Washington  Street 
Greensboro,  NC  27401 
OfficePhone:        (336)889-6161 
Fax  Number:         (336)  889-3852 
CrisisPhone:         (336)273-7273 
Contact:  Cathy  Purvis 

GUILFORD  COUNTY  (DV/SA) 

FAMILY  SERVICE  OFTHE  PIEDMONT 

INC. 

1401  Long  Street 

High  Point.  NC  27262 

Office    Phone:   (336)     889-6161 

Fax  Number:         (336)889-3852 

CrisisPhone:         (336)889-7273 

Contact:  Cathy  Purvis 


HALIFAX  COUNTY     (DV/SA) 

serves  Western  Northampton  County 

HANNAH'S  PLACE.  INC. 

POBo,xl392 

Roanoke  Rapids,  NC  27870 

Office  Phone:        (252)  537-2882 

(252) 535-5946 
Fax  Number:  (252)308-9781 
CrisisPhone:  (252)537-2909 
Contact:  Martha  Memtt(DV) 

Pamela  Coyne  (SA) 

HARNETT  COUNTY  (DV/SA) 
S.A.FE,  OF  HARNETT  COUNTY.  INC. 
PO  Box  728 
1210  South  Main  Street 
Lillington.  NC  27546 
OfficePhone:        (910)893-7233 
Fax  Number:         (910)893-3508 
Cnsis  Phone:         (910)893-7233 
Contact: 

HAYWOOD  COUNTY  (DV/SA) 
REACH  OF  HAYWOOD  COUNTY  INC. 
PO  Box  206 
Waynesville,  NC  28786 
OfficePhone:        (828)456-7898 
Fax  Number:         (828)452-0960 
Crisis  Phone:         (828)  456-7898 
Contact:  Julia  Freeman 

HENDERSON  COUNTY  (DV) 
MAINSTAY  INC. 
125  South  Main  Street 
Hendersonville,  NC  28792 
OfficePhone:        (828)693-3840 
Fax  Number:         (828)696-8104 
Cnsis  Phone:         (828)693-3840 
Contact:  Jan  Hester 

HENDERSON  COUNTY  (SA) 
THE  HEALING  PLACE 
PO  Box  2461 

Hendersonville,  NC  28793 
OfficePhone:        (828)692-0495 
Fax  Number:         (828)692-0433 
CrisisPhone:         (828)692-3931 
Contact:  Terri  Wallace 

HERTFORD  COUNTY  (DV/SA) 
sen'es  Gates,  Bertie  &  Northampton 
Counties 

ROANOKE-CHOWAN  S.A.FE. 
PO  Box  98 
Ahoskie.NC  27910 
OfficePhone:        (252)332-1933 
(252) 332-4047 
FaxNumber:         (252)332-2450 
CrisisPhone:         (252)332-1933 
Contact:  Connie  Piland 

*  HOKE  COUNTY  (DV) 

sen-ice  provided  through  Moore  Countv 

WITH  OPEN  ARMS 

128  W.Elwood  Avenue 

Raeford,  NC  28376 

OfficePhone:         (910)904-7182 

FaxNumber:         (910) 

Cnsis  Phone:         (910)947-3333 

Contact:  Karen  Mosely 

HYDE  COUNTY 
see  Beaufort  County 

IREDELL  COUNTY  (DV/SA) 

sen'esAlexaitder.  Surrv  &  Davie  Counties 

FIFTH  STREET  MINISTRIES 

DL\KONOS.  INC. 

PO  Box  5217.  1400  Fifth  Street 

Statesville.  NC  28687 

Office    Phone:    (704)     872-4045 

FaxNumber:         (704)873-3319 

Cnsis  Phone:         (704)872-3403 

Contact:  Patti  West 
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JACKSON  COUNTY     (DV/SAj 

REACH  OF  JACKSON   COUNTY. 

INC. 

PO  Box  1908 

Sylva.  NC  28779 

OfficePhone:        (828)631-4488 

FaxNumber:         (828)631-4477 

Crisis  Phone:         (828)586-8969 

AfterHours:  (828)586-1911 

Contact:  Jean  Bockstahler 

JOHNSTON  COUNTY  (DV/SA) 
HARBOR,  INC. 
PO  Box  1903 
Smithfield.NC  27577 
OfficePhone:        (919)938-3566 
FaxNumber:         (919)938-4515 
Cnsis  Phone:         (919)934-6161 
Contact:  Ken  Christensen 

*JONES  COUNTY  (DV) 

sen'ice  provided  through  Craven  Coimt\' 

COASTAL  WOMEN'S  SHELTER 

PO  Box  13081 

1333  S.  Glenbumie  Road 

New  Bern.  NC  28.561 

OfficePhone:         (252)638-4509 

FaxNumber:         (252)638-1298 

Cnsis  Phone:         (252)638-5995 

Contact:  Joan  Cantor 

LEE  COUNTY  (DV/SA) 
HAVEN  IN  LEE  COUNTY,  INC. 
PO  Box  3191 
3 10  N.Steele  Street 
Sanford,  NC  27330 
OfficePhone:        (919)774-8923 
FaxNumber:         (919)775-7114 
Crisis  Phone:         (919)774-8923 
Contact:  Susan  King 

LENOIR  COUNTY  (DV/SA) 
seiTcs  Greene  Cuiint\' 
S.A.FE.  IN  LENOIR  COUNTY  INC. 
PO  Box  3092 
Kinston.  NC  28502 
OfficePhone:         (252)523-5573 
FaxNumber:         (252)523-9888 
Cnsis  Phone:         (252)523-5573 
Contact:  Sue  Lavvson 

LINCOLN  COUNTY  (DVI 
LINCOLN  COUNTY  COALITION 
AGAINST  DOMESTIC  VIOLENCE 
PO  Box  476 
Lincolnton.  NC  28092 
OfficePhone:         (704)736-0112 
FaxNumber:         (704)736-0171 
Crisis  Phone:         (704)736-1224 
Contact:  Vicky  Lingerfelt 

MACON  COUNTY  (DV/SA) 
REACH  OF  MACON  COUNTY  INC. 
PO  Box  228 
Franklin,  NC  28744 
Office  Phone:        (828)  369-5544 
FaxNumber:         (828)524-4535 
Crisis  Phone:         (828)369-5544 
Contact:  Elbie  Stiles  (DV) 

Ann  Van  Harlingen  (SA) 

MADISON  COUNTY  (DV) 

HELPMATE  OF  MADISON  COUNTY 

INC. 

PO  Box  457 

Marshall,  NC    28753 

Office   Phone:  (828)     649-2582 

FaxNumber:  (828)649-3139 

Crisis  Phone:  (828)     649-2446 

Contact:  Kathy   Jacobs 


MADISON  COUNTY     (SA) 
OUR  VOICE  MADISON  COUNTY 
PO  Box  395 
Marshall,  NC  28753 
OfficePhone:        (828)649-3912 
FaxNumber:         (828)649-2156 
Crisis  Phone:         (828)255-7576 
Contact:  Cynthia  Shaffer 

*MARTIN  COUNTY  (DV) 

sened  bv  Beaufort  tSc  Washington  Counties 

OPTIONS  TO  DOMESTIC  VIOLENCE  & 

SEXUAL  ASSAULT  INC. 

PO  Box  1387 

Washington,  NC  27889 

OfficePhone:         (252)792-7169 

FaxNumber:         (252)792-7169 

Cnsis  Phone:         (252)792-7169 

Contact:  Tiffany  Baker 

MCDOWELL  COUNTY'  (DV/SA) 
FAMILY  SERVICES  OF  MCDOWELL 
COUNTY  INC. 
PO  Box  1572 
Marion,  NC  28752 
OfficePhone:        (828)652-8538 
FaxNumber:         (828)659-1456 
Crisis  Phone:         (828)652-6150 
Contact:  C.  P  Whitaker 

MECKLENBURG  COUNU  (DV) 
UNITED  FAMILY  SERVICES 
SHELTER  FOR  BATTERED  WOMEN 
PO  Box  2203 12 
Charlotte.  NC  28222 
OfficePhone:         (704)332-2513 
FaxNumber:         (704)332-5403 
Crisis  Phone:         (704)332-2513 
Contact:  Nancy  Nicholson 

MECKLENBURG  COUNTY  (SA) 
UNITED  FAMILY  SERVICESWICTIM 
ASSISTANCE 
618  N.  College  Street 
Charlotte,  NC  28202 
OfficePhone:        (704)336-2190 
FaxNumber:         (704)375-9910 
Crisis  Phone:         (704)375-9900 
Contact:  Annette  Morrison 

**MlTCHELLCOUNU  (DV/SA) 
MITCHELL  COUNTY  SAFEPLACE 
PO  Box  544 
Spruce  Pine.  NC  28777 
OfficePhone:         (828)765-4044 
FaxNumber:         (828)765-4011 
Crisis  Phone:         (828)765-4044 
Contact:  Joan  Crummey 

MONTGOMERY  COUNTY  (DV/SA) 

sen'es  Stanley  Count\- 

CRISIS  COUNCIL.  INC. 

POBoxO 

Troy.NC  27371 

OfficePhone:        (910)572-3749 

FaxNumber:         (910)  572-.3749 

call  prior  to  faxing 
Crisis  Phone:         (910)572-3747 

(800)551-5497 
Contact:  Cathy  Harris 

MOORE  COUNTY  (DV/SA) 
senes  Hoke  Counts' 
FRIEND  TO  FRIEND 
PO  Box  1508,  111  McNeill  Street 
Carthage,   NC   28327 
OfficePhone:        (910)947-3333 
FaxNumber:         (910)947-1849 
Crisis  Phone:     (910)     947-3333 
Contact:  Bonnie   Kalte 


*NASH  COUNTY     (DV) 

SATELLITE    OFFlCE-opeiung    4/00 

financial  assistance  provided    by 

Edgecombe  County 

MY  SISTER'S  HOUSE 

106  N.Boddie  Street 

Nashville,  NC  27856 

OfficePhone:        (252)462-0366 

Fax  Number: 

Cnsis  Phone:         (252)446-2400 

Contact:  Meredith  Holland 

NEW  HANOVER  COUNTY  (DV) 
DOMESTIC  VIOLENCE  SHEL'TER  AND 
SERVICES,  INC. 
PO  Box  1555 
Wilmington,  NC  28402 
OfficePhone:        (910)343-0703 
FaxNumber:         (910)343-9388 
Crisis  Phone:         (910)343-0703 
Contact:  Mary  Ann  Lama 

NEW  HANOVER  COUNTY  (SA) 
COASTAL  HORIZON  CENTER,  INC. 
3333  Wrightsville  Ave.,  Ste.lfJO 
Wilmington,  NC  28403 
OfficePhone:         (910)392-7460 
FaxNumber:         (910)392-0628 
Cnsis  Phone:         (910)392-7460 
Contact:  Amy  Feath 

'NORTHHAMPTON COUNTY  (DV) 
service  provided  through  Hertford  Couiit\' 
ROANOKE-CHOWAN  S.A.FE. 
PO  Box  98 
Ahoskie.NC  27910 
OfficePhone:        (252)332-1933 
(252)332-4047 
FaxNumber:         (252)332-2450 
Crisis  Phone:         (252)332-1933 
Contact:  Connie  Piland 

ONSLOW  COUNTY  (DV/SA) 
ONSLOW  WOMEN'S  CENTER,  INC. 
PO  Box  1622 
Jacksonville,  NC  28541 
OfficePhone:         (910)347-4000 
FaxNumber:         (910)347-7960 
Cnsis  Phone:         (910)347-4000 
Contact:  Donald  Shreve 

ORANGE  COUNTY  (DV) 
ORANGE/DURHAM  COALITION  FOR 
B.ATTERED  WOMEN 
PO  Box  688 
Durham,  NC  27702 
OfficePhone:         (919)688-4015 
FaxNumber:         (919)403-7075 
CnsisPhone:         (919)929-7122 
Contact:  Ada  Gregory 

ORANGE  COUNTY  (SA) 
ORANGE  COUNTY  RAPE  CRISIS 
CENTER 
PO Box  4722 
825  A,  Estes  Drive,  27514 
Chapel  Hill,  NC  27515-4722 
OfficePhone:         (919)968-4647 
FaxNumber:         (919)968-4677 
Cn.sis  Phone:         (919)967-7273 
(800)616-3696 
Contact:  Margaret  Barrett 

*  PAMLICO  COUNTY  (DV) 

service  provided  through  Craven  Countx 

CO.ASTAL  WOMEN'S  SHELTER 

PO  Box  13081 

1333  S.  Glenburnie  Road 

New  Bern,  NC    28561 

Office    Phone:  (252)     638-4509 

Fax  Number:  (252)     638-1298 

Crisis  Phone:  (252)     638-5995 

Contact:  Joan   Cantor 


PASOUOTANK  COUNTY      (DV/SA) 
serves  Camden.  Chonan.  Currituck, 
Gales  &  Perquimans  Counties 
ALBEMARLE  HOPELINE 
PO  Box  2064 

Elizabeth  City,  NC  27906-2064 
OfficePhone:         (252)338-5338 
FaxNumber:         (252)338-2952 
Crisis  Phone:         (252)338-3011 
Contact:  Patricia  Youngblood 

"PENDER  COUNTY  (DV/SA) 
SAFE  HAVEN  OF  PENDER,  INC. 
PO  Box  657 
110  North  Walker  Street 
Burgaw,  NC  28425 
OfficePhone:        (910)259-8989 
FaxNumber:         (910)259-9410 
Crisis  Phone:         (910)259-8989 
Contact:  Edward  L.  Minnich 

PERQUIMANS  COUNTY 
see  Pasquotank  Counry 

PERSON  COUNTY  (DV) 
SAFE  HAVEN  OF  PERSON  COUNTY 
PO  Box  474 
Roxboro,  NC  27573 
OfficePhone:        (336)597-8699 
FaxNumber:         (336)597-9318 
CnsisPhone:         (336)597-7233 
Contact:  Vicki  Clayton 

PITT  COUNTY  IDV) 

NEW  DIRECTIONS 

(FAMILY  VIOLENCE  PROGRAM,  INC. 

OF  PITT  COUNTY) 

PO  Box  8429 

Greenville,  NC  27835 

Office  Phone:         (252)  758-4400 

FaxNumber:         (252)752-4197 

CnsisPhone:         (252)752-3811 

Contact:  Diana  Lucas 

PITT  COUNTY  (SA) 
REAL  CRISIS  INTERVENTION,  INC. 
600  E.  llth  Street 
Greenville,  NC  27858 
OfficePhone:        (252)758-4357 
FaxNumber:         (252)758-0455 
Crisis  Phone:         (252)758-4357 
Contact:  Mary  L.Smith 

POLK  COUNTY  (DV/SA) 
STEPS  TO  HOPE.  INC. 
PO  Box  518 
107  Ward  Street 
Columbus,  NC  28722 
OfficePhone:         (828)894-2340 
FaxNumber:         (828)894-3044 
CnsisPhone:         (828)894-2340 
Contact:  Rachel  Ramsey 

RANDOLPH  COUNTY  (DV/SA) 
RANDOLPH  COUNTY  FAMILY  CRISIS 
CENTER,  INC. 
PO  Box  2161 

AsheborcNC  27204-2161 
OfficePhone:         (336)629-4159 
FaxNumber:         (336)629-0770 
Crisis  Phone:         (336)629-41.59 
Contact:  Elaine  Haigler 

RICHMOND  COUNTY  (DV) 
sen-es  Anson  Counn 
RAINBOW  HOUSE 
(RICHMOND  COUNTY  MENTAL 
HEALTH  SOCIETY) 
101   Rockinsham   Rd. 
Rockingham,  NC  28379 
OfficePhone:         (910)997-2173 
Fa.x  Number:         (910)895-6012 
CnsisPhone:         (910)582-19.35 
Contact:  Kay  Brickhouse 


HEALTH  WATCH  HEALTH  WATCH  HEALTH  WATCH  HEALTH  WATCH  HEALTH 


RICHMOND  COUNTY     {DV/SA) 
WOMENFOLK  UNLIMITED 
PO  Box  205 

Rockingham,  NC  28380 
Office  Phone:        (910)997-4840 
Fax  Number:         (910)997-7444 
CnsisPhone:         (910)995-1872 
Contact:  Dawn  Moses 

ROBESON  COUNTY  (DV) 

senes Bladen  County 

SOUTHEASTERN  FAMILY  VIOLENCE 

CENTER 

PO  Box  642 

Lumbenon,  NC  28359-0642 

Office  Phone:        (910)739-8622 

Fax  Number:         (910)739-1180 

CnsisPhone:         (910)739-8622 

Contact;  Debra  Fowler 

ROBESON  COUNTY  (SM 

RAPE  CRISIS  CENTER  OF  ROBESON 

COUNTY 

PO  Box  1564 

Lumberton.NC  28359-1564 

Office  Phone:        (910)739-6278 

Fax  Number:         (910)739-0986 

CnsisPhone:         (910)739-6278 

Contact:  Margaret  Crites 

"ROCKINGHAM COUNTY  (DV/SA) 
HELP  INCORPORATED:  CENTER 
AGAINST  VIOLENCE 
P0Boxl6 

Wentworth.NC  27375-0016 
Office  Phone:        (336)342-3331 
Fax  Number:         (336)342-6377 
CnsisPhone:         (336)342-3331 
Contact:  Cynthia  Pugh 

ROWAN  COUNTY  (DV/SA) 
THE  RAPE.  CHILD  &  FAMILY  ABUSE 
CRISIS  COUNCIL  OF  SALISBURY- 
ROWAN,  INC. 
1 3 1  West  Council  Street 
Salisbury.  NC  28144 
Office  Phone:        (704)636-4718 
Fax  Number:         (704)  642-0345 
Crisis  Phone:         (704)636-4718 
Contact:  Rebecca  Warlick 

RUTHERFORD  COUNTY  (DV/SA) 
FAMILY  RESOURCES  OF 
RUTHERFORD  COUNTY  INC. 
PO  Box  845 
Spindale.NC  28160 
668  Withrow  Rd..  Forest  City  28043 
Office  Phone:        (828)286-3411 
Fax  Number:         (828)286-3417 
CnsisPhone:         (828)245-8595 
Contact:  Kimberly  Flint 

**SAMPSON COUNTY'  (DV/SA) 

U  CARE,  INC.  (SAMPSON  COUNTY 

DV/SA  PROGRAM) 

PO  Box  761. 309  Lisaon  Street 

Clinton.  NC  28329 

Office  Phone:        (910)596-0931 

Fax  Number.         (910)596-0574 

Crisis  Phone:         (910)596-0931 

Contact:  Pamela  Gonzales 

SCOTLAND  COUNTY  (DV/SA) 

DV  &  RAPE  CRISIS  CENTER  OF 

SCOTLAND  COUNTY 

PO  Box  2 130 

1000  S.  Main  Street,  Suite  12 

Laurinburg,  NC    28353 

Office   Phone:   (910)     276-5505 

Fax  Number:         (910)276-3600 

CnsisPhone:         (910)276-6268 

Contact:  Betsy  Massey 


*STANLEY  COUNTY     (DV) 
service  provided    through 
Montgomery    County 
CRISIS  COUNCIL.  INC. 
PO  Box  0 
Troy.NC  27371 

Office  Phone:         (910)572-3749 
Fax  Number:         (910)672-3749 

call  prior  to  faxing 
CnsisPhone:         (910)572-3747 

(800)551-5497 
Contact:  Cathy  Harris 

STOKES  COUNTY  (DV) 

STOKES  FAMILY  VIOLENCE  SERVICES 

(YADKIN  VALLEY  ECONOMIC 

DEVELOPMENT  DISTRICT  INC.) 

PO  Box  55 

Danbury,  NC  27016 

Office  Phone:        (336)593-9323 

Fax  Number:         (336)  367-4842 

Crisis  Phone:         (336)  593-9323 

Contact:  Teresa  Green 

SURRY  COUNTY  (DV) 
SURRY  DOMESTIC  VIOLENCE 
PROGRAM  (YADKIN  VALLEY 
ECONOMIC  DEVELOPMENT 
DISTRICTING.) 
L.  H.  Jones  Family  Resource  Ctr. 
2 1 5  Jones  School  Road 
Mount  Airy.  NC  27030 
OfficePhone:        (336)526-1156 
Fax  Number:         (336)367-4842 
Crisis  Phone:         (336)786-6155 
Contact:  Rebecca  Carter 

SWAIN  COUNTY  (DV/SA) 
ser\'es  ail  of  the  Cherokee  Indian 
Reser\alion  &  Graham  Counts' 
SWAIN/QUALLA  SAFE.  INC. 
PO  Box  1416 
Bryson  City.  NC  28713 
OfficePhone:        (828)488-9038 
Fax  Number:         (828)488-1620 
CnsisPhone:         (828)488-6809 
(Brt'son  Cm) 
(828)497-2518 
(Cherokee) 
Contact:  Darlene  Bradley 

TRANSYLVANIA  COUNTY  (DV/SA) 
S.A.FE..  INC.  OF  TRANSYLVANIA 
COUNTY 
PO  Box  2013 
Brevard.  NC  28712 
OfficePhone:        (828)885-7233 
Fax  Number:  (828)885-7233 

call  prior  to  faxing 
CnsisPhone:         (828)885-7233 
Contact:  Roberta  Hallinen 

TYRRELL   COUNTY 
see  Beaufort  County 

UNION  COUNTY  (DV) 

TURNING  POINT  OF  UNION  COUNTY 

INC. 

PO  Box  952 

Monroe,  NC  28111-0952 

OfficePhone:        (704)283-9150 

Fax  Number:         (704)225-8857 

Cnsis  Phone:         (704)  283-7233 

Contact:  Natalie  Simpson 

UNION  COUNTY  (SA) 
RAPE  CRISIS/CHILD  ABUSE 
PREVENTION 
102  East  Franklin  Street 
Monroe,  NC     28112 
OfficePhone:        (704)226-5121 
Fax  Number:         (704)282-9362 
Crisis  Phone:         (704)  283-7770 
Contact:  Pamela  Caskey 


VANCE  COUNTY 

see  Durham  and  Wake  Counties 

WAKE  COUNTY  (DV/SA) 
INTERACT 

612  Wade  Avenue 
Raleigh,  NC  27605 
OfficePhone:  (919)828-7501 
Fax  Number:  (919)828-8304 
CnsisPhone:  (919)828-7740 
Sexual  Assault:  (919)  828-3005 
Contact:  Amy  Holloway 

WARREN  COUNTY  (DV) 
WARREN  COUNTY  DOMESTIC 
VIOLENCE  COALITION 
PO  Box  938 
Wan-enton.  NC  27589 
OfficePhone:        (252)257-6781 
Fax  Number:         (252)257-6782 
Crisis  Phone:         (252)257-6781 
Contact:  Pat  Gray 

WASHINGTON  COUNTY  (DV) 
also  see  Beaufort  &  Martin  Counties 
OPTIONS  TO  DOMESTIC  VIOLENCE  & 
SEXUAL  ASSAULT  INC. 
PO  Box  1387 
Washington.  NC  27889 
OfficePhone:        (252)793-9514 
FaxNumber:         (252)793-1479 
CnsisPhone:         (252)793-9514 
Contact:  Tiffany  Baker 

WATAUGA  COUNTY  (DV/SA) 
ser\'es  Ashe  &  Alleghany  Counties 
OASIS.  INC.  (OPPOSING  ABUSE  WITH 
SERVICE.  INFORMATION  &  SHELTER) 
POBox  L591 
Boone,  NC  28607 
OfficePhone:        (828)264-1532 
FaxNumber:         (828)264-1538 
Crisis  Phone:         (828)262-5035 
Sexual  Assault:      (800)268-1488 
Contact:  Jennifer  Herman 

WAYNE  COUNTY  (DV/SA) 
THE  LIGHTHOUSE  OF  WAYNE 
COUNTY  INC. 
POBox  1581 
Goldsboro,  NC  27533 
OfficePhone:        (919)736-1313 
FaxNumber:         (919)736-1385 
CrisisPhone:         (919)736-1313 
Contact:  Barbara  Arnold 

WILKES  COUNTY  (DV/SA) 
serves  Alexander  CounVi 
S.A.FE.,  INC.  (SHELTERED  AID  TO 
FAMILIES  IN  EMERGENCIES) 
PO  Box  445 
Wilkesboro.  NC  28697 
OfficePhone:        (336)667-7656 
Fax  Number:         (336)  667-0940 
CrisisPhone;         (336)838-7233 
Contact:  Kathleen  Humphrey 

WILSON  COUNTY  (DV/SA) 
WESLEY  SHELTER.  INC. 
PO  Box   1426 
Wilson.  NC     27894 
OfficePhone:         (252)291-2344 
FaxNumber;         (252)291-1436 
CrisisPhone:         (252)237-5156 
Contact:  Kim  Gauss 

YADKIN  COUNTY     (DV) 
YADKIN   COUNTY    FAMILY 
DOMESTIC    VIOLENCE 
PROGRAM      (YADKIN  VALLEY 
ECONOMIC     DEVELOPMENT 
DISTRICT,   INC.) 
POBox  1053 


Yadkinville,  NC    27055 
Office    Phone;   (336)     679-2072 
FaxNumber:         (336)679-2236 
CrisisPhone:         (336)679-2500 
Contact;  Mary  Owens 

YANCEY  COUNTY  (DV) 

THE  FAMILY  VIOLENCE  COALmON 

OF YANCEY 

PO  Box  602 

Bumsville.NC  28714 

OfficePhone;        (828)682-5655 

FaxNumber;         (828)682-5655 

call  prior  to  faxing 
CrisisPhone:         (828)682-0056 
Contact:  Sara  RaUiff 

STATEWIDE  (DV) 
NORTH  CAROLINA  COALITION 
AGAINST  DOMESTIC  VIOLENCE 
301  West  Main  Street,  Suite  350 
Durham,  NC  27701 
OfficePhone:        (919)956-9124 
FaxNumber:         (919)682-1449 
CrisisPhone:         (919)956-9124 
Contact:  Patty  Neal  Dorian 

STATEWIDE  (SA) 

NORTH  CAROLINA  COALITION 

AGAINST  SEXUAL  ASSAULT 

174-100  Mine  Lake  Court 

Raleigh,  NC  27615 

OfficePhone:        (919)676-7611 

FaxNumber;         (919)676-1355 

Crisis  Phone: 

Contact:  Anne  Fishbume 


Revised  8/8/00 


Radiation  tlierapy  is  scary.  That's  why  every  patient  who  receives  treatment  at 

our  Oncology  Center  in  Cary  is  assigned  an  experienced  nurse  whose  job  it  is  to 

provide  answers  —  and  support  —  at  every  step  of  every  visit.  Ifs  also  why  we 

send  doctors  timely,  professional,  easy-to-understand  reports  —  and  follow  up 

with  a  phone  call  every  time.  Whether  you're  a  patient  or  referring  physician, 

there's  nothing  to  be  afraid  of  at  Wake  Radiology. 


D 
/\ 

WAfCE  Radiology 


300 AshevUle Ave.  ■  Suite  100-  Cary-  (919)  854-4588 ■  www.wakeradiology.com 
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Running  the  Numbers 

A  Periodic  Feature  to  Inform  North  Carolina  Physicians  and  Their  Patients 
About  Current  Topics  in  i-iealth  Statistics 


Psiu]A.duescheY,PhD,EMoY 


SmveiMce  of  Birth  Defects  md  Other  hdvem  Vre^meii  Outeomes 

Birth  defects  and  preterm  delivery  are  the  leading  causes  of  infant  mortality  and  childhood  disability. 
Each  year  in  North  Carolina  between  3,000  and  4,000  infants  are  born  with  serious  birth  defects.  An  additional 
1,500  -  2,000  infants  are  delivered  very  prematurely  (<  33  weeks  gestation).  More  than  70%  of  infants  who  die 
have  one  or  more  major  birth  defects  or  are  delivered  very  prematurely. 

North  Carolina  is  one  of  about  35  states  that  maintain  a  population-based  surveillance  system  to 
monitor  the  occurrence  of  birth  defects  and  related  adverse  pregnancy  outcomes.  Our  surveillance  program, 
located  in  the  State  Center  for  Health  Statistics,  began  in  1 987  as  a  "passive"  system.  Cases  were  ascertained  by 
linking  various  existing  databases,  such  as  vital  records  and  hospital  discharge  data.  Because  of  problems  with 
the  completeness  and  accuracy  of  birth  defect  diagnoses  in  these  data  sources,  in  1 997  North  Carolina  initiated 
a  pilot  "active"  surveillance  program,  in  which  trained  staff  systematically  reviews  and  abstracts  medical  records 
to  collect  information  on  infants  diagnosed  with  birth  defects. 

Access  to  medical  records  was  authorized  in  1995  by  the  North  Carolina  General  Assembly.  That 
legislation,  which  established  the  Birth  Defects  Monitoring  Program,  also  protects  the  confidentiality  of  all  data 
collected  by  the  program.  Initially  funded  by  the  March  of  Dimes  and  the  Centers  for  Disease  Control,  the  pilot 
surveillance  system  monitors  about  30  different  types  of  birth  defects  diagnosed  at  the  state's  12  tertiary 
hospitals.  Beginning  this  year,  new  appropriations  from  the  General  Assembly  will  allow  the  program  to 
significantly  expand  its  coverage.  A  major  goal  of  the  Birth  Defects  Monitoring  Program  during  the  coming  years 
is  to  expand  coverage  to  include  all  birth  defects  as  well  as  all  infants  born  very  prematurely. 

The  thalidomide  tragedy  of  the  late  1 950s  and  early  1 960s  provided  the  initial  impetus  in  the  US  and 
elsewhere  for  ongoing  surveillance  of  birth  defects.  Growing  concerns  in  the  1970s  and  1980s  over  potential 
environmental  health  risks  resulted  in  the  expansion  of  surveillance  systems  in  the  US.  In  addition  to  their  use 
in  monitoring  geographic  patterns  and  temporal  trends  in  birth  defects,  these  surveillance  systems  are  proving 
valuable  in  other  ways.  They  can  help  to  assess  the  need  for  and  improve  delivery  of  specialized  services  such 
as  genetics,  speech  and  hearing,  and  early  intervention  programs.  Several  states  use  birth  defects  surveillance 
systems  to  identify  and  refer  children  and  families  to  these  services.  The  systems  are  also  useful  for  targeting  and 
evaluating  the  effectiveness  of  prevention  programs  such  as  folic  acid  education,  and  for  supporting  epidemiologic 
research. 

A  future  article  in  this  series  will  present  some  statistics  from  the  North  Carolina  Birth  Defects 
Monitoring  Program.  For  questions  or  further  information  contact  Dr.  Robert  Meyer  at  (919)  715-4476  or 
robert.meyer@ncmail.net.  Go  to  the  National  Birth  Defects  Prevention  Network  web  site  {http://www.nbdpn.org) 
for  more  information  on  birth  defects  and  links  to  related  sites. 

From  the  State  Center  for  Health  Statistics 

www.schs.state.nc.us/SCHS 

North  Carolina  Department  of  Health  and  Human  Services 
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Domestic  Violence  and  Children 

A  Review 


Rebecca  R.S.  Socolar,  MD,  MPH 


Millions  of  children  are  exposed  to  domestic  violence  every 
year  in  the  United  States,  but  we  have  no  accurate,  reliable 
information  about  the  prevalence  and  nature  of  the  exposure. 
Estimates  ranging  from  3  to  10  million  children  exposed  per 
year  are  derived  from  studies  on  the  prevalence  of  domestic 
violence  and  the  number  of  children  possibly  involved.'"' 
One  difficulty  with  determining  the  magnitude  of  the  prob- 
lem is  the  lack  of  a  standard  definition  of  domestic  violence. 
Usually  the  term  refers  to  violence  between  adult  intimate 
partners,  but  it  can  range  from  acts  of  physical  harm  (includ- 
ing involuntary  sexual  acts),  to  the  threat  of  harm,  to  psycho- 
logical attacks  or  economic  coercion.  In  addition,  there  is  no 
clear  distinction  between  children  who  actually  witness  do- 
mestic violence  (by  being  present  when  it  happens),  and 
those  otherwise  exposed  (such  as  hearing  shouting  or  later 
seeing  the  injuries  inflicted).  North  Carolina  has  no  popula- 
tion-based statistics  about  domestic  violence,  but  data  col- 
lected from  domestic  violence  programs  indicate  over  39,000 
victims  of  domestic  violence  in  1 998-99.  of  which  1 .898  were 
men,  and  1,287  were  less  than  18  years  old.  There  were 
27,670  secondary  victims,  most  of  them  children  who  wit- 
nessed violence.^ 

Both  adult  partners  may  be  actively  involved  in  domestic 
violence,  but  women  are  much  more  likely  than  men  to  be 
injured  physically  and  to  incur  psychological  consequences  of 
abuse.  Many  violent  parents  think  that  they  protect  children 
from  the  violence,  but  80%  of  children  say  otherwise.'^  Most 
children  not  only  know  what  happened,  but  can  give  detailed 
descriptions  of  how  the  violence  escalates.  Children  are 
present  in  approximately  25%  of  the  extreme  cases,  when 
women  are  murdered  by  their  husbands.* 


Effects  of  Domestic  Violence  on  Children 

Research  on  the  effects  of  domestic  violence  on  children  is 
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not  very  well  developed,  but  it  is  likely  that  witnessing 
violence  harms  children  as  much  as  being  physically  abused.^ 
The  reported  effects  of  violence  on  children  fall  into  several 
large  categories:  externalizing  behaviors;  internalizing  be- 
haviors; and  poor  performance  (Table  1).^  In  general,  boys 
are  more  susceptible  to  externalizing  behaviors,  girls  to 
internalizing  behaviors."  Children's  immediate  reactions  to 
family  violence  include  fear,  anger,  trying  to  avoid  the  danger, 
and  trying  to  protect  their  mother.  The  effects  of  violence  on 
children  depend  on  their  developmental  ages;  very  young 
children  are  likely  to  exhibit  sleep  disturbances  or  separation 
anxiety,'"  school  age  children  to  have  somatic  complaints, 
and  adolescents  to  be  suicidal  or  sexually  precocious"  (Table 
2). 

The  long-term  effects  of  domestic  violence  depend  on 
the  age  and  gender  of  the  child,'-"  the  severity,  intensity,  and 
chronicity  of  the  violence,  and  the  child's  perception  of  his  or 
her  role  in  the  violence.  The  effects  of  domestic  violence  are 
likely  to  depend  upon  whether  there  is  associated  child  abuse, 
with  more  severe  consequences  likely  if  children  both  witness 
abuse  of  adults  and  are  themselves  victims  of  maltreat- 
ment.'"*'^ A  variety  of  long-term  effects  are  possible  (Table 
3).  One  study  of  patients  with  post-traumatic  stress  disorder 
found  that  most  children  exposed  to  physical  maltreatment 
of  their  mother  by  their  father  had  intrusive,  re-experiencing 
symptoms;  40%  had  traumatic  arousal  symptoms;  and  more 
than  10%  had  full-fledged  post-traumatic  stress  disorder."' 
Adolescents  from  violent  families  have  less  self-esteem, 
more  depression,  and  more  delinquency."  Sons  of  severe 
batterers  are  ten  times  more  likely  than  the  sons  of  nonviolent 
fathers  to  themselves  become  wife  batterers.  Daughters  of 
batterers  are  less  likely  to  question  violence  by  men,  and  less 
likely  to  seek  assistance  if  they  are  themselves  abused. - 

It  is  important  to  note  that  not  all  children  are  damaged 
by  being  exposed  to  violence;  some  children  are  very  resilient. 
Some  boys  exposed  to  violence  grow  up  to  be  nonviolent, 
nurturing  fathers  and  husbands,  and  some  girls  become 
confident  and  assertive.  Protective  factors  that  have  been 
identified  include  alternative  adult  role  models,  strong  and 
positive  attachments  to  the  mother,  and  extensive  supports 
within  the  community.* 
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Child  Maltreatment  and 
Domestic  Violence 

It  is  common  for  child  maltreatment  and  domestic  violence 
to  exist  in  the  same  families.  Conservative  estimates  claim  a 
30-60%  overlap  between  the  1  million  children  and  2  million 
women  abused  each  year  in  the  United  States."  The  overlap 
of  child  maltreatment  and  domestic  violence  has  been  stud- 
ied by  asking  women  in  shelters  about  whether  their  children 
have  been  physically  or  sexually  abused,  and  by  searching  for 
evidence  of  woman-battering  in  the  families  referred  to 
Child  Protective  Services  (CPS).''  Both  methods  tend  to 
underestimate  the  incidence  of  co-existent  abuse  because 
they  look  only  at  cases  brought  to  the  attention  of  battered 
women's  shelters  or  CPS."  Men  are  the  usual  perpetrators  of 
violence  against  both  women  and  children  in  instances  of  co- 
occurrence, but  it  is  true  that  battered  women  are  two  times 
more  likely  than  non-battered  women  to  physically  abuse 
their  children."* 

Studies  of  the  family  factors  associated  with  partner  and 
child  abuse  indicate  that  both  types  of  family  violence  are 
more  common  when  there  are  more  life  stressors,  greater 
socioeconomic  disadvantage,  neighborhood  violence,  poor 
maternal  mental  health,  and  history  of  severe  physical  pun- 
ishment of  the  father  as  a  child.'"  This  suggests  that  abuse  of 
women  and  children  usually  occurs  in  a  broader  context  of 
family  dysfunction. 


Screening  For  and  Assessing 
Domestic  Violence 

Children  who  are  exposed  to  domestic  violence  may  first  be 
recognized  through  the  legal  system  in  criminal  or  civil  court, 
through  the  CPS  system  during  investigation  of  reports  of 
maltreatment  or  -  increasingly  -  reports  of  domestic  violence 
per  se;  through  battered  women's  programs,  schools  and 
other  community  settings,  or  through  healthcare  settings. 
Until  recently,  these  systems  viewed  domestic  violence  as  a 
problem  of  adults,  and  mechanisms  for  response  were  geaied 
towards  adult  issues.  As  evidence  has  mounted  that  domestic 
violence  harms  children,  it  has  become  clear  that  we  need  to 
screen  and  assess  on  behalf  of  children  and  their  families. 

The  healthcare  system  has  recently  developed  protocols 
and  training  that  enable  clinicians  to  identify  and  respond  to 
victims  of  domestic  violence.  Several  national  medical  orga- 
nizations have  published  practice  guidelines  that  encourage 
routine  screening  and  intervention  for  intimate  partner  vio- 
lence.-"-^^  Currently  most  hospitals  have  such  protocols  in 
place,  although  training  in  their  use  is  less  routine.  However, 
because  of  the  focus  on  treatment  of  the  individual,  the  well- 
being  of  the  children  of  adult  domestic  violence  victims  gets 
little  attention  in  most  adult  healthcare  settings.-"*  A  recent 
sur\'ey  of  doctors  in  family  medicine,  internal  medicine,  and 


Table  1.  Effects  of  violence  on  children 

Externalizing  behaviors 
•Aggression 
•Delinquency 
•Acting  out 
•Anti-social  behavior 

Internalizing  behaviors 
•Withdrawal 
•Anxiety 
•Depression 

Poor  performance 
•School 
•Sports 
•  Organized  activities 


Table  2.  Short-term  effects  of  violence 
on  children 

0-5  Years 

•Sleep  disturbances 
•Bed-wetting 
•Separation  anxiety 
•Failure  to  thrive 

6-1 2  Years 

•  Eating  disturbances 

•  Somatic  complaints 

•Fears  of  abandonment/loss  of  control 

Adolescents 

•Running  away 
•Delinquency 

•  Sexual  precocity/pregnancy 

•  Suicidal/homicidal  thoughts 

•  Drug/alcohol  abuse 
•Eating  disturbances 


Table  3.  Long-term  effects  of  domestic  violence 
on  children 

•  Post-traumatic  stress  disorder 

•  Low  self-esteem 
•Depression 
•Somatic  complaints 
•Delinquency  and  criminal  behavior 

•  Sons  of  batterers  more  likely  to  become  batterers 

•  Daughters  of  batterers  more  likely  to  become 

victims  of  domestic  violence 


obstetrics/gynecology  found  that  79%  of  these  primary  care 
providers  routinely  screened  injured  patients  for  intimate 
partner  violence,  but  only  10%  screened  at  new  visits  or 
check-ups,  and  only  10%  during  prenatal  care.  Barriers  to 
victim  identification  and  referral  included  the  patient' s  fear  of 
retaliation  by  the  abuser  (80%)  or  of  police  involvement 
(55%)."  Another  study  found  that  physicians  equated  look- 
ing for  domestic  violence  with  "opening  Pandora's  box,"  and 
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Table  4.  Examples  of  screening  questions  for  detecting  domestic  violence 

American  College  of  Obstetricians  and  Gynecologists: 

Because  violence  is  so  common  in  many  women's  lives  and  because  there  is  help  available  for  women 
being  abused,  we  now  ask  every  patient  about  domestic  violence. 

Within  the  past  year  -  or  since  you  have  been  pregnant  -  have  you  been  hit,  slapped,  kicked,  or 
otherwise  physically  hurt  by  someone? 

Are  you  in  a  relationship  with  a  person  who  threatens  or  physically  hurts  you? 

Has  anyone  forced  you  to  have  sexual  activities  that  made  you  feel  uncomfortable? 

American  Academy  of  Pediatrics: 

We  all  have  disagreements  at  home.  What  happens  when  you  and  your  partner  disagree? 
Is  there  shouting,  pushing,  or  shoving?  Does  anyone  get  hurt? 
Has  your  partner  ever  threatened  to  hurt  you  or  your  children? 
Do  you  everfeel  afraid  of  your  partner? 
Has  anyone  forced  you  to  have  sex  in  the  last  few  years? 


cited  as  reasons  their  lack  of  comfort,  fear  of  offending, 
powerlessness,  lack  of  control,  and  time  constraints.-* 

Two  important  considerations  in  screening  for  the  expo- 
sure of  children  to  domestic  violence  are  the  setting  in  which 
screening  takes  place,  and  what  to  ask. 

The  Setting:  Most  practice  guidelines  encourage  routine 
screening  at  regular  intervals,  but  especially  when  there  are 
signs  of  domestic  violence.  These  signs  include  evidence  of 
trauma,  maternal  depression  or  anxiety,  failure  to  keep 
appointments,  reluctance  to  talk  about  home  issues,  internal- 
izing or  extemaUzing  behaviors  in  children,  hypervigilance, 
and  frequent  complaints  with  no  apparent  basis.-'  In  these 
circumstances,  the  clinician  should  talk  to  the  woman  alone, 
away  from  the  possible  abuser  and  her  children.  The  topic 
should  be  introduced  gently  in  a  way  that  assures  her  that  the 
conversation  is  confidential. 

What  to  Ask:  Debate  exists  ?bout  whether  to  use  self-report 
questionnaires  or  personal  interviews,  but  the  questions 
recommended  and  the  rates  of  disclosure  are  similar  for  both 
methods."'  Details  vary,  but  the  components  of  what  to  ask 
generally  include  a  preamble  and  then  a  series  of  specific 
questions.  The  preamble  explains  that  basis  for  concern,  and 
may  refer  to  concern  about  the  safety  of  family  members,  the 
prevalence  of  domestic  violence  in  our  society,  and  the  fact 
that  all  women  are  asked  these  questions.  The  specific 
questions  focus  on  the  following:  ( 1 )  whether  the  woman  has 
been  emotionally  or  physically  hurt  by  a  partner;  (2)  whether 
the  woman  has  been  forced  to  have  sexual  activity;  and  (3) 
whether  the  woman  is  afraid  of  her  partner  (  Table  4). 

When  domestic  violence  is  identified,  further  informa- 
tion is  needed.  The  clinician  must  assess  the  mother's  safety, 
the  safety  of  children  in  the  home,  and  the  desires  and 
motivation  of  the  mother  regarding  change  or  leaving  her 
abusive  partner.  The  most  dangerous  time  for  a  woman  and 
her  family  is  when  she  is  in  the  process  of  leaving  an  abusive 


partner.  Unlike  the  situation  with  child  abuse,  no  state 
agencies  are  mandated  to  ensure  a  woman's  safety  as  she 
leaves  an  abuser  or  afterwards.-'  Either  the  healthcare  pro- 
vider or  the  agency  to  which  the  woman  is  referred  should 
devise  a  safety  plan  that  provides  measures  to  help  ensure  the 
safety  of  the  family.  For  example,  if  the  woman  can  do  so 
safely,  she  may  be  able  to  remove  firearms  from  the  home. 
She  can  make  advance  arrangements  for  transportation  (hid- 
ing a  set  of  car  keys,  arranging  transportation  with  a  neighbor, 
or  having  a  cell  phone  to  call  for  help);  she  can  have  a  secret 
signal  that  will  alert  a  neighbor  of  trouble;  she  can  make 
copies  of  important  documents,  should  quick  escape  be 
necessary;  she  can  limit  arguments  with  the  partner  to 
relatively  safe  places  (not  the  bathroom  or  kitchen),  in  rooms 
with  two  exits. 

The  clinician  needs  a  working  knowledge  of  community 
resources  that  can  provide  safety,  advocacy,  and  support.  A 
national,  toll-free  hotline  -  1-800-799-SAFE  -  can  provide 
information  about  local  resources  on  domestic  violence  to  all 
providers  or  victims.  Only  five  states  (California,  Kentucky, 
New  Hampshire,  New  Mexico,  and  Rhode  Island)-^  require 
that  healthcare  providers  report  adult  domestic  violence,  but 
many  states  require  the  reporting  of  particular  types  of 
wounds  and  injuries.  In  North  Carolina,  wounds,  injuries,  nd 
illness  caused  by  guns  or  knives,  and  any  wound  causing 
"grave  bodily  harm"  that  appears  to  have  resulted  from  a 
criminal  act  must  be  reported  to  law  enforcement  by  the 
treating  physician.-* 

It  is  important  to  be  discreet  when  giving  information 
about  family  and  partner  violence  to  children  or  their 
caregivers.  If  the  abuser  discovers  the  information,  the  victim 
may  be  at  increased  risk.  If  the  woman  feels  safe,  she  should 
be  given  written  information  about  legal  and  crisis  counsehng 
and  shelters.-'  Mental  health  and  substance  abuse  services  are 
also  often  relevant.  If  child  maltreatment  is  discovered,  it 
must  be  reported  to  Child  Protective  Services,  and  the 
mother  should  be  told  that  the  report  is  required  by  law. 
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Response  to  Child  Maltreatment 
and  Domestic  Violence 

Despite  the  substantial  overlap  between  child  abuse  and 
domestic  violence,  the  delivery  of  services  to  abused  women 
and  maltreated  children  continues  to  be  fragmented  rather 
than  coordinated.  Several  factors  contribute  to  this  fragmen- 
tation -  domestic  violence  and  child  protective  services  have 
different  philosophies  and  histories,  they  use  different  termi- 
nology, and  they  generally  see  themselves  as  having  different 
missions.  Domestic  violence  programs  and  shelters  were 
developed  to  meet  the  needs  of  battered  women,  not  their 
children,  and  had  largely  grassroots  origins  in  the  civil  rights 
and  feminist  movements.  The  primary  goal  of  this  move- 
ment is  to  help  the  abused  woman  assess  her  situation,  regain 
a  sense  of  strength,  and  seek  the  surest  and  safest  path  away 
from  continued  violence.  Empowennent  of  women  is  at  the 
heart  of  the  agenda. 

On  the  other  hand.  Child  Protective  Services  provide 
specialized  casework  services  to  potentially  neglected,  abused, 
or  exploited  children  and  their  families.  The  roots  of  CPS  are 
in  the  social  work  profession,  and  in  the  use  of  a  problem- 
solving  approach  based  on  determining  and  protecting  "the 
best  interests  of  the  child."  There  are  laws  mandating  CPS 
investigate  allegations  of  child  abuse  and  neglect.  Battered 
women's  programs  want  to  hold  abusive  men  accountable, 
whereas  CPS  often  leaves  this  to  the  courts.  CPS  workers  use 
their  leverage  with  the  legal  caregiver  of  the  child  -  usually  the 
mother  -  to  make  changes  on  behalf  of  the  child's  safety, 
including  making  neglect  allegations  against  the  mother  for 
"failure  to  protect."  Massachusetts  and  Michigan  have  devel- 
oped demonstration  projects  to  explore  ways  to  overcome  the 
differences  in  perspective  between  the  battered  women  and 
CPS  and  to  help  them  collaborate.-" 

In  addition  to  the  CPS  system  and  battered  women's 
advocacy  organizations,  the  criminal  and  civil  courts  are  a 
critical  third  system  that  must  be  involved  on  behalf  of  the 
safety  of  all  victimized  family  members.  A  parent  can  protect 
a  child  by  obtaining  legal  remedies.  These  include  an  order 
for  custody  of  the  child;  a  protective  order  to  exclude  an 
abuser  from  the  home  or  otherwise  restrain  him;  or  imposing 
conditions  of  bail,  probation,  incarceration,  or  parole  through 
criminal  action.'"  Suggested  mechanisms  for  overcoming  the 
current  fragmentation  of  the  three  systems  include  cross- 
training  of  workers  in  each  system;  ongoing  communication 
and  consultation;  and  integration  and  coordination  of  ser- 
vices across  battered  women's  organizations,  the  CPS  sys- 
tem, and  the  court  system.-' 

In  North  Carolina,  Governor  Jim  Hunt  convened  a 
Task  Force  in  1998  to  study  North  Carolina's  response  to 
domestic  violence.  The  members  of  the  Task  Force,  repre- 
senting diverse  aspects  of  involved  communities,  split  into 
Committees  to  ( 1 )  review  cuixent  laws  in  North  Carolina  and 
make  suggestions  to  enhance  victim  safety  and  offender 


accountability;  (2)  to  recommend  how  to  provide  services  to 
victims  in  all  of  North  Carolina's  100  counties,  (3)  to 
recommend  training  for  law  enforcement  and  court  officials; 
4)  to  suggest  how  to  conduct  a  statewide  public  awareness 
campaign.  The  final  report  of  the  Committees  contains  43 
recommendations  forming  the  basis  of  a  commission  con- 
vened to  continue  the  work  of  the  task  force. 


Conclusion 

We  are  still  learning  the  best  ways  to  identify  and  assess 
families  who.se  children  are  exposed  to  domestic  violence. 
Research  has  mostly  focused  on  the  natural  history  of  the 
epidemic  of  children's  exposure  to  domestic  violence.  There 
is  some  preliminary  evidence  that  clinical,"'-  social  service, 
and  judicial  interventions'"  can  promote  safety  and  positive 
adjustment  of  children  and  families  involved  in  domestic 
violence.  Identifying  and  intervening  on  behalf  of  battered 
women  may  be  one  of  the  most  effective  ways  of  preventing 
child  maltreatment.  Over  the  next  decade,  we  will  want  to 
redouble  our  efforts  to  tvy  to  treat  family  members  to  prevent 
the  adverse  effects  of  domestic  violence,  to  establish  effective 
policies  and  laws  related  to  domestic  violence,  and,  hope- 
fully, also  to  find  ways  to  prevent  the  occurrence  of  domestic 
violence. 
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Emergency  Medical  Services 
Personnel  and  DomesticViolence 


Susan  McDaniel  Hohenhaus,  RN 


Family  violence  pervades  society.  It  does  not  distinguish 
class,  immigrant  status,  racial,  ethnic,  or  socioeconomic 
background.  Domestic  violence  (DV)  refers  to  all  violence 
occurring  within  a  family — child  abuse,  intimate  partner 
abuse,  and  elder  abuse.  Intimate  partners  may  be  involved 
whether  currently  living  together  or  not.  DV  is  a  serious 
public  health  problem,  as  shown  by  the  fact  that  there  are  one 
million  incidents  of  nonfatal  intimate  partner  violence  every 
year  in  the  United  States. '  Each  member  of  society  is  directly 
or  indirectly  affected  by  private  and  hidden  violence;  ignoring 
abuse  or  suspected  abuse  contributes  to  future  abuse. 

Emergency  Medical  Services 
(EMS)  professionals,  especially 
those  who  practice  outside  the  hos- 
pital setting,  can  help  by  learning  to 
recognize,  screen,  and  document 
suspected  or  confirmed  DV.  Gov- 
ernor Jim  Hunt  made  one  of  the 
most  poignant  formulations  when 
he  said,  "Domestic  violence  is  not 
just  a  criminal  justice  problem  or  a 
public  health  problem.  It  is  a  com- 
munity problem  that  crosses  all  boundaries  and  robs  people — 
especially  women  and  children — of  their  sense  of  safety  and 
ability  to  lead  normal  lives."  EMS  professionals  in  rural, 
suburban  or  metropolitan  communities  attend  patients  who 
are  victims  of  DV,  but  few  ask  about  abuse  and  many  would 
not  know  what  to  do  if  the  response  was  affirmative.  Still, 
there  is  a  professional  responsibility  to  identify  and  docu- 
ment injuries  caused  by  DV.  We  need  to  recognize  that  many 
medical  problems  have  a  foundation  in  DV. 

It  is  important  to  understand  that  DV  is  not  just  a  single 
event,  not  just  a  push  into  a  door  or  a  violent  argument.  It  is 
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Sue.Hohenhaus@ncmail.net. 


Table  1 .  RADAR  screening  for  DV 

Routinely  screen  for  donnestic  abuse. 

Ask  about  abuse. 

Document  your  findings. 

Assess  for  patient  safety. 

Review  the  options  and  make  referrals 


a  pattern  of  coercive  and  controlling  behavior  that  the  perpe- 
trator uses  to  establish  and  maintain  power  and  control.  DV 
doesn't  spontaneously  stop  or  go  away;  it  usually  increases  in 
frequency  and  severity  as  the  perpetrator  further  entraps  the 
victim  of  DV.  Statistics  show  that  at  least  \59c  of  emergency 
department  (ED)  visits  by  women  can  be  attributed  to  DV.- 
Approximately  25%  of  women  attempting  suicide  have  been 
battered.' 

EMS  Response  to  DV 

"Social  intervention"  has  not  been  a 
traditional  role  for  EMS  providers, 
but  identification  and  intervention 
of  a  serious  public  health  problem 
falls  well  within  the  expanded  prac- 
tice (injury  prevention)  issues  with 
which  EMS  is  increasingly  involved. 
DV  can  shatter  a  life  as  suddenly 
and  permanently  as  a  motor  vehicle 
crash,  or  it  can  erode  physical  and 
emotional  well-being  as  painfully 
and  slowly  as  the  most  insidious  cancer.  EMS  providers  don't 
always  know  how  to  help  DV  patients,  making  DV  more 
frightening  than  a  motor  vehicle  crash  (MVC)  or  a  medical 
emergency.  Well-rehearsed  standard  care  protocols  are  ap- 
plied to  help  save  the  life  of  motor  vehicle  crash  victims,  and 
to  provide  resources  for  others  at  the  scene  of  the  crash.  In  the 
emergency  department,  an  entire  team  of  professionals  stands 
ready  to  care  for  the  patient.  All  are  all  operating  within  the 
same  standard  of  care  for  the  patient.  But  we  do  not  have  the 
same  level  of  education,  information  orprotocols  upon  which 
to  base  clinical  practice  for  victims  of  DV. 

Patients  have  physical  injuries  or  illnesses  that  need  care, 
but  they  also  have  emotional  and  legal  issues  that  need  to  be 
addressed.  Rather  than  expecting  victims  of  DV  to  manage 
their  own  "follow-up"  in  a  system  ill-prepared  to  deal  with 
the  problem,  we  need  a  system  to  provide  knowledge, 
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Table  2.  "Red  flag"  signs  of  DV 

Lack  of  consistency  between  history  and  injury 
Frequent  request  for  EMS  response  to  the 

residence 
Refusal  of  transport 
Delay  in  seeking  medical  care 
A  partner  who  insists  on  staying  nearby  and 

answering  questions  directed  to  patient 


Table  3.  Clues  to  DVfrom  the  physical  examination 

Injury  during  pregnancy 
Multiple  injuries  in  different  stages  of  healing 
Injuries  suggestive  of  defensive  posture 
Injuries  to  head,  neck,  breasts,  abdomen 
Suicide  attempts* 


'Battered  women  account  for  25%  of  attempted  suicides 
in  women. 


information  and  support  for  those  victims.  Households 
visited  by  EMS  have  high  risk  factor  rates  for  DV.  like  drug 
and  alcohol  abuse."*  Recognizing  clues  in  the  house  that  point 
to  DV  can  trigger  the  EMS  provider  to  offer  help  that  may 
save  the  patient's  life  or  those  of  children  in  the  household. 
Beyond  medical  care,  we  need  a  link  to  the  alternate 
"emergency  department" — the  justice  system  that  responds 
to  society  "s  non-medical  ills.  The  system  needs  to  care  for  the 
person  traumatized  by  DV  as  well  as  it  does  for  other  types 
of  trauma  patients.  If  EMS  professionals  are  to  help  battered 
women  and  children,  they  must  have  intervention  protocols 
that  are  based  on  reasonable,  well-planned  courses  of  action. 


Getting  DV  on  the  "Radar"  Screen 

Any  response  to  DV  must  begin  by  recognizing  its  existence. 
The  EMS  response  starts  when  an  EMS  professional  asks 
questions  about  the  possibility  of  DV.  If  not  asked  at  every 
encounter,  the  average  abused  patient  will  not  disclose  the 
role  of  violence.  Asking  about  abuse  sends  the  message  that 
it  is  "OK"  to  discuss  violence  and  abuse.  If  asked  often, 
patients  may  realize  that  they  are  not  alone,  that  there  are 
others  in  similar  circumstances — so  many  that  EMS  ques- 
tions every  patient  encountered.  Even  if  the  response  is 
negative  (and  especially  when  DV  is  still  suspected),  keep 
asking  the  question!  There  is  a  better  chance  of  a  positi\e 
response  during  subsequent  encounters  if  the  victim  has 
consistently  been  asked. 

Sometimes  a  negative  response  reflects  the  patient's 
previous  bad  experiences  with  healthcare  personnel.  Bad 
experiences  may  be  the  result  of  a  simple  lack  of  response  or 
overtly  inappropriate  or  insensitive  responses.  For  example, 
an  EMS  professional  who  has  responded  to  an  emergency 
call  from  a  patient  who  then  refuses  treatment  or  transport 
might  comment  that  "these  calls  are  a  waste  of  time — we  just 
keep  coming  back  here."  That  sort  of  remark,  overheard  by 
the  patient,  can  inhibit  future  calls  for  help. 

DV  is  underreported  and  under-diagnosed.  Despite  the 
large  number  of  battered  women  seeking  medical  care  for 


violence-related  injuries  and  illnesses,  fewer  than  three  out  of 
every  100  cases  are  correctly  recognized.'  EMS  professionals 
may  be  the  only  health  care  professionals  who  actually  see  the 
patient  in  the  home  environment  after  a  battering  incident. 
At  this  point,  the  EMS  professional  is  in  a  unique  position 
to  play  a  helping  role.  The  first  step  is  to  establish  a 
confidential  and  trusting  relationship  with  the  patient.  The 
next  step  is  to  be  aware  of  the  problem  and  ask  the  appropri- 
ate questions.  A  recent  study  indicates  that  not  even  half  of 
EMS  agencies  in  the  country  encourage  personnel  to  ask 
patients  directly  about  DV  as  a  cause  of  injuries.''  The  same 
study  found  that  nearly  807f  of  respondents  thought  that 
EMS  organizations  should  have  a  formal  policy  and  specific 
care  plans  for  DV  victims,  but  they  did  not  have  any  in  place. 
One  way  to  identify  DV  in  our  patient  population  is  by  use 
of  "RADAR"  screening-  (Table  1 ). 

Universal  screening  of  all  patients  will  improve  recogni- 
tion of  DV.  Routine  screening  not  only  decreases  the  chance 
of  overlooking  abuse,  it  can  also  increase  effectiveness  in 
helping  with  the  problem.  But  even  negative  responses  to  the 
routine  screening  questions  should  not  deter  us  from  looking 
for  and  noticing  other  "red  flags"  of  abuse  (Table  2).  and 
certain  physical  examination  clues  suggest  DV.  Any  of  the 
findings  listed  in  Table  3  should  increase  the  suspicion  that 
a  patient  has  been  battered.  One  way  for  EMS  personnel  to 
provide  a  consistent  response  may  be  by  using  the  following 
"rules":  1)  Protect.  2)  Suspect.  3)  Collect.  4)  Inspect.  5) 
Respect. 

EMS  is  obligated  to  protect  the  life,  health  and  privacy 
of  the  patient,  but  a  DV  call  may  be  a  dangerous  situation, 
and  EMS  response  teams  must  also  be  protected.  Since  the 
first  recorded  case  in  1855.  some  460  law  enforcement 
officers  have  died  responding  to  domestic  disturbance  calls.' 

Collection  of  evidence  in  the  emergency  setting  may 
consist  of  gathering  and  documenting  information,  diagram- 
ming injury  patterns,  or  taking  photographs.  Assisting  law 
enforcement  to  take  photographs,  even  those  that  may  be  "of 
an  embarrassing  nature,"  can  help  later.  A  clinical  approach 
may  make  evidence  gathering  less  difficult  for  the  patient. 
In  order  to  document  injuries  well,  the  patient's  skin  must  be 
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carefully  inspected;  if  any  injury  is  observed,  examining  the 
rest  of  the  patient  becomes  even  more  important. 

Report  any  suspicions  to  other  health  care  practitioners 
to  ensure  that  the  patient  will  receive  a  complete  exam. 
Regardless  of  the  patient's  age,  concern  for  privacy  and  the 
right  to  refuse  further  care  need  to  be  respected.  The  local 
Department  of  Social  Services,  law  enforcement  agencies 
and  DV  advocates  can  help  develop  policies  and  procedures 
for  reporting  and  refemng  victims  of  DV  in  the  community. 


Asking  the  Question 

EMS  professionals  have  an  excellent  opportunity  to  ask 
questions  about  DV.  It  is  rare  in  emergency  settings  to  have 
as  much  privacy  as  can  be  found  in  the  back  of  an  ambulance. 
A  policy  prohibiting  ambulance  transport  of  nonpatients 
takes  the  patient  away  from  the  suspected  batterer.  Because 
EMS  personnel  may  be  the  first  to  aiTive  on  the  scene,  they 
need  not  only  to  assess  the  patient  physically,  but  they  inust 
try  to  prevent  further  physical  or  emotional  injury.  If  the 
patient  declines  transport,  the  response  of  EMS  personnel 
may  be  the  key  to  persuading  the  patient  to  go  to  the  hospital 
for  further  evaluation  and  referral.  Use  simple,  direct  lan- 
guage and  try  not  to  use  terms  like  "abused,"  "battered,"  or 
"domestic  violence"  when  questioning  the  patient.  These 
terms  may  not  be  familiar  or  seem  relevant  to  the  patient"  s  life 
and  circumstances.  A  good  lead-in  to  other  specific  questions 
is,  "Do  you  feel  safe  and  cared  for  where  you  live?"  It  can  be 
asked  of  any  patient,  in  any  setting  or  community. 


Protocols,  Reporting  Issues, 
Recommendations 

EMS  agencies  should  develop  an  organizational  approach  to 
caring  for  patients  who  may  be  victims  of  DV.  These 
protocols  should  include,  at  a  minimum,  procedures  for 
assessing  abuse,  screening,  identifying,  and  ensuring  patient 
safety;  advice  on  how  to  make  refen'als  to  institutional,  legal, 
and  community  resources;  reqiiireniciits  for  evidence  collec- 
tion, medical  record  documentation,  and  reporting.  Ad- 
dressing interagency  collaboration  issues  is  crucial  to  the 
development  of  protocols,  policies,  and  procedures  in  this 
area.  These  protocols  should  include  provisions  for  the 
patient  and  for  other  family  members  such  as  the  elderly  or 
very  young  who  have  witnessed  DV.  Protocols  should  in- 
clude recommendations  for  collaboration  with  law  enforce- 
ment officials,  the  Department  of  Social  Services,  and  local 
advocacy  groups. 

Adopting  a  protocol  does  not  mean  that  it  will  be  used. 
Training  about  family  violence,  about  physical  indicators  or 
"red  flag"  indicators  of  violence,  and  about  community 
resources  and  agency-reporting  requirements  can  help  iden- 


tify and  assist  patients  who  are  victims  of  family  violence.  The 
need  for  universal  screening  must  he  emphasized  since  this 
provides  continued  awareness  of  the  problem,  even  when 
DV  is  not  an  obvious  cause  of  a  patient's  illness  or  injury. 

Laws  about  the  reporting  of  DV  vary  from  state  to  state. 
Issues  surrounding  reporting  are  controversial.  Statutes  re- 
quire EMS  and  other  health  care  providers  to  report  sus- 
pected cases  of  child  and  disabled  adult  abuse.  If  a  child  in  the 
home  witnesses  DV,  consider  discussing  the  case  with  local 
Department  of  Social  Services  authorities.  It  is  important  to 
remember  that  adults  have  a  right  to  control  their  own  lives 
and  situations.  Those  who  support  requiring  the  reporting  of 
DV  believe  that  reporting  will  enhance  patient  safety,  im- 
prove the  health  care  system  and  assist  in  data  collection; 
those  who  oppose  it  feel  that  reporting  will  keep  victims  from 
seeking  help  at  any  level.  Abused  women  in  general  oppose 
mandatory  reporting  laws,  citing  fear  of  retaliation  by  the 
abuser,  mistrust  of  the  "system,"  fear  of  family  separation, 
and  preference  for  confidentiality  and  autonomy.* 


Conclusion 

Domestic  violence  is  a  preventable  cause  of  injury  and  illness. 
EMS  providers,  the  first  line  of  defense  in  health  care,  may 
be  aware  of  DV  before  any  other  care  provider.  In  their  role 
as  injury  prevention  advocates  and  community  activists, 
EMS  personnel  need  to  respond  to  the  problem  of  DV.  EMS 
personnel  should  be  trained  to  identify  and  document  DV, 
assess  patient  and  personnel  safety,  offer  resources,  and 
empower  victims  to  make  choices.  This  information  should 
be  part  of  general  EMS  education,  and  included  in  continu- 
ing education  programs. 
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Abstract 

Strategies  for  preventing  domestic  violence  can  be  tailored  to 
a  particular  geographic  or  socioeconomic  area  if  the  patterns 
of  domestic  violence  in  the  ai'ea  are  known.  National  statis- 
tics, although  widely  available,  may  not  be  applicable  to  a 
specific  region.  We  re\iewed  homicide  deaths  in  Eastern 
North  Carolina  between  1978  and  1999  to  identify  patterns 
in  this  rural  area.  Approximately  207f  of  the  homicide  deaths 
in  eastern  North  Carolina  are  caused  by  intimate  partners. 
Women  accounted  for  539?-  of  the  victims  in  1976.  similar  to 
national  figures  but  not  rising  to  llSIc  as  seen  nationally  in 
1998.  Latinos  are  an  increasing  presence  in  the  area,  but  had 
only  one  recorded  episode  of  lethal  violence  against  an 
intimate  partner.  Gunshots  accounted  for  most  of  the  deaths 
(59%  in  men.  72%  in  women).  Knowledge  of  such  patterns 
can  assist  in  selecting  prevention  strategies  for  this  particular 
area. 

Over  the  last  25  years  increasing  attention  has  been  devoted 
to  domestic  violence  (DV>,  initially  defined  as  abuse  com- 
mitted against  a  spouse,  former  spouse,  fiancee,  boy-  or 
girlfriend,  or  cohabitant.'  As  time  has  passed,  the  definition 
has  been  broadened  to  include  other  family  members — 
elders,  children,  and  siblings.  The  Centers  for  Disease 
Control  and  Prevention  (CDC)  now  uses  the  term  "intimate 
partner  violence"  for  intentional  emotional  or  physical  abuse 
inflicted  by  a  spouse,  ex-spouse,  a  present  or  former  boy-  or 
girlfriend,  or  date.  -  For  the  purposes  of  this  paper,  we 
consider  DV  interchangeable  with  intimate  partner  violence. 
There  has  been  a  national  concern  that  abusive  events  are 
under-reported.  The  National  Crime  Victimization  Survey, 
an  anonymous  household  survey,  indicated  nearly  1  million 
incidents  of  non-lethal  intimate  paitner  violence  per  year 
between  1992  and  1996.'  The  number  decreased  from  1.1 
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million  in  1993  to  840,000  in  1996.'  Attempts  to  validate 
such  data  for  a  given  geographic  area  often  require  subjects  to 
violate  anonymity — this  may  account  for  lower  reports  of 
violence.""  A  recent  national  report  from  the  Justice  Depart- 
ment found  a  decline  in  both  lethal  and  non-lethal  DV.  The 
number  of  men  murdered  by  wives  or  girlfriends  "plunged 
60%  from  1976  through  1998".'  FBI  data  on  homicides 
showed  that  "intimate  partners  committed  fewer  murders 
each  year  during  1996,  1997.  and  1998  than  in  any  other  year 
since  1976".'  Nationally,  intimate  partners  caused  3000 
deaths  in  1976.  1590  (53%)  in  women:  in  1998.  they  caused 
1830  deaths.  1320  (73%)  in  women.' 

But  fatal  cases  of  DV  are  only  the  tip  of  the  iceberg,  and 
may  pertain  only  to  a  particular  geographic  area.  We  under- 
took the  present  study  to  assess  the  prevalence  of  lethal 
domestic  violence  in  the  29  counties  of  eastern  North  Caro- 
lina (ENC)  that  make  up  the  catchment  area  for  the  Univer- 
sity Health  Systems  of  Eastern  Carolina  (UHSEC).  UHSEC 
includes  the  Brody  School  of  Medicine  at  East  Carolina 
University  (BSM-ECU;  previously  known  as  East  Carolina 
University-SOM)  and  Pitt  County  Memorial  Hospital. 


Materials  and  Methods 

All  deaths  occurring  in  the  study  region  between  October 
1978  and  December  1999  were  reviewed.  Those  designated 
as  homicides  were  further  reviewed  and  categorized.  Domes- 
tic violence  deaths  were  defined  as  those  inflicted  by  the 
spouse  or  significant  other  on  spouses,  ex-spouses,  or  spouse- 
equivalents  or  bystanders  killed.  Child  abuse  and  other  in- 
family  deaths  were  counted  separately.  Based  on  information 
in  the  case  files,  we  listed  other  broad  categories  of  homicide, 
including  known  assailant  (not  specified  but  not  spousal  or 
familial  and  no  further  information),  unknown  assailant  (and 
no  further  information),  and  due  to  argument,  robbery,  or 
drug-related. 

As  law  enforcement  agencies  become  more  familial'  with 
forensic  pathology  and  data  collection  methods,  more  infor 
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Table  1 .  Causes  of  homicide  deaths  investigated  at 

Brody  School  of  Medicine 

,1978-1999 

Categories* 

1978-1989 

1990-1999 

Domestic  violence 

131(31%) 

181(31%) 

Intimate  partner  violence 

84  (20%) 

114(19%) 

Family  violence 

28(7%) 

36(6%) 

Child  abuse 

1 1  (3%) 

29(5%) 

Perinatal  deaths 

8  (2%) 

0  (0%) 

Elder  abuse 

0(0%) 

2(<1%) 

Unknown  assailant 

114(27%) 

100(17%) 

Known  assailant 

88(21%) 

59(10%) 

Alcohol/argument 

32  (7%) 

111(19%) 

Robbery 

23(5%) 

59(10%) 

Motor  vehicle  (hit  and  run) 

19(4%) 

3(1%) 

Drug-related 

9  (2%) 

59(10%) 

Sexual  assault  (stranger) 

9  (2%) 

8(1%) 

Gun  accident/hunting 

3(1%) 

8(1%) 

Total 

428 

590 

Grand  total:  1018 

*Some  categorizations  changed  between  recording  periods. 

Table  2.  Victimsof  intimate  partner  homicide 

in  Eastern  North  Carolina 

,1978-99 

Men     Women     Total 

Male  perpetrator 

29         108       137 

Female  perpetrator 

67             1        68 

Known  altercation 

16          14         30 

Stalked 

0           25          25 

In  the  act 

1              3            4 

Killer  hired  by  spouse 

3             0           3 

At  work  (included  in 'Stalked')    0            2           2 

mation  is  available.  Domestic  violence  cases  are  now  routinely 
referred  for  autopsy.  Adjustment  was  made  for  pathologist 
staffing,  which  at  times  limited  the  number  of  deaths  that 
could  be  referred  to  the  facility  for  autopsy.  Local  census  data 
for  1980  and  1990  were  used  for  this  study. 
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Percentage  of  intimate  partner  homicides  In  which 
women  were  victims  during  preceding  5-year  period 


Results 

Table  1  shows  the  causes  of  homicide  deaths  autopsied 
at  Brody  SOM.  Intimate  violence,  familial  violence,  and 
child  abuse  accounted  for  30%  of  the  homicide  deaths  in 
ENC.  Data  are  given  for  two  time  periods,  the  first  eleven 
years  of  the  study  (1978-1989)  and  the  last  ten  ( 1 990- 1 999). 
Table  2  breaks  down  DV  deaths  by  gender  and  shows 
circumstances  surrounding  the  death  (when  recorded — 
during  the  first  1 1  years  such  information  was  not  obtained 
as  often  as  in  later  years). 

Table  3  lists  lethal  force  used  in  DV  deaths  (gunshot, 
sharp  object,  blunt  force  injury,  asphyxia,  other).  The  data 
are  divided  by  gender. 

The  Figure  shows  moving  averages  used  for  50-year 
retrospective  periods  for  smoothing 
the  data.  The  numbers  are  otherwise 
too  small  and  variable  to  show  any 
pattern. 


Percentage  of  all  homicides  ascribed  to  intimate 
partner  violence  during  preceding  5-year  period 


-♦ — ♦- 


"*     *     *" 


1982      1984     1986      1988     1990      1992      1994      1996      1998 

Figure.  Percentage  of  homicides  ascribed  to  intimate  partner  violence 
during  the  preceding  five-year  period. 


Discussion 

Patterns  of  reporting  changed  over 
the  21 -year  period.  As  more  investi- 
gative information  became  available, 
circumstances  surrounding  the  death 
(such  as  Alcohol/Argument,  Drug- 
Related,  and  Robbery)  could  be  iden- 
tified. Perinatal  deaths  included  three 
children  killed  at  birth  and  buried  by 
their  mother.  In  the  first  1 1  years,  this 
group  included  births  into  toilets  and 
homicides  on  newboms;  babies  bora 
into  toilets  are  now  categorized  as 
Undetermined.  Hit-and-run  motor 
vehicle  collisions  with  pedestrians  or 
other  vehicles  were  classified  as  ho- 
micides in  the  first  11  years.  With 
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more  information  they  ai'e  more  often  classified  as  accidents 
witlT  prosecutorial  freedom  to  pursue  appropriate  charges. 

National  trends  ai'e  not  always  reflected  in  ENC.  For 
instance,  domestic  violence  deaths  continue  to  show  a  higher 
proportion  of  men  (Table  2).  About  one  homicide  death  in 
five  is  due  to  DV.  and  the  proportion  of  men  to  women  is 
variable,  possibly  even  cyclic,  as  implied  by  the  Figure.  One 
possible  explanation  for  the  lack  of  congruence  with  reported 
national  trends  towai'd  fewer  deaths  of  males  by  females  is  the 
insular,  predominantly  rural  chaiacter  of  ENC. 

The  difference  in  ratio  of  DV  to  total  homicide  deaths 
is  striking  compared  to  the  national  numbers  reported  in 
1996.  Nationally,  30%  of  female  and  3%  of  male  homicide 
victims  were  killed  by  an  intimate  partner;^  in  ENC,  42%  of 
females  and  I39c  of  male  victims  were  killed  by  an  intimate 
partner.  Given  the  small  number  of  homicides  in  ENC,  the 
percentages  may  be  misleading.  A  study  in  Contra  Costa 
County,  CA,  found  that  46%  of  homicides  in  women  were 
peipetrated  by  intimate  partners  or  other  family  members 
compared  to  11%  of  men:''  in  ENC  the  proportions  were  50% 
for  women  and  1 8%  for  men.  Nationally,  6  in  every  10  female 
homicide  victims  ai-e  murdered  by  someone  known  to  them,' 
but  that  number  is  closer  to  8  in  10  in  ENC,  possibly  because 
so  many  people  know  one  another  in  this  rural  area. 

Most  of  these  violent  deaths  occurred  as  a  result  of 
gunshots  (68%  of  the  female  victims  and  60%  of  the  male). 
Shotgun  injuries  were  rather  infrequent  compared  with  the 
distribution  seen  for  the  state  as  a  whole;  handguns  and  guns 
not  otherwise  specified  accounted  for  55-58%  of  deaths 
statewide  and  shotguns  for  8-10%  of  deaths.^ 

Only  14%  of  the  female  victims  were  stabbed  or  cut,  but 
31%  of  the  male  victims  were.  Many  of  the  histories  indicate 
that  the  men  were  not  expecting  an  attack  and  that  the  female 
perpetrator  fled  afterward.  Strangulation  or  asphyxial  deaths 
account  for  approximately  2%  of  the  total  deaths  in  the  state. 
Asphyxial  deaths  are  by  definition  injuries  that  occur  during 
close  physical  contact.  They  account  for  the  deaths  of  5%  of 
female  victims  of  intimate  partner  violence.  The  single  male 
victim  of  asphyxiation  was  choked  during  a  stmggle  with  his 
partner's  new  boy  friend. 

The  association  between  DV  and  alcohol  use  reported 
by  victims  able  to  describe  the  circumstances  was  75%,"  but 
this  was  determined  from  histories  provided  by  law  enforce- 
ment and  was  not  otherwise  recorded.  A  higher  percentage 
of  male  than  female  victims  was  intoxicated  at  the  time  of 
death.  When  the  perpetrator  of  DV  also  committed  suicide, 
the  death  was  classified  as  DV  as  well.  A  study  in  North 
Carolina  found  that  62  of  167  maternal  deaths  were  caused 
by  injury  (37%)  and  that  36%  of  the  injuiy  deaths  were  the 
result  of  homicide.'"  Another  study  of  the  same  population 
looked  at  the  frequency  of  DV  and  substance  abuse  in 
obstetric  patients  to  determine  if  obstetricians  were  aware  of 
risk  factors.  They  found  that  in  51%  of  injury  deaths,  the 
women  were  known  or  suspected  to  have  been  abused  by  an 


Tables.  Lethal  force  in  intimate  partner 

deaths 

Men 

Women 

Total 

Gunshot  injury 

53 

71 

124 

Shotgun  injury 

4 

7 

11 

Sharp  force  injury 

29 

15 

44 

Blunt  force  injury 

4 

8 

12 

Asphyxia 

1 

6 

7 

Bums 

0 

2 

2 

Drowning 

1 

0 

1 

Not  stated 

4 

0 

4 

Total 

96 

109 

205 

intimate  partner  or  acquaintance.  In  one-third  of  the  inti- 
mate partner  homicides,  the  obstetrician  was  aware  of  or 
suspicious  of  abuse;  27%  of  the  women  were  known  to  have 
abused  alcohol  or  drugs  or  both." 

A  single  couple  accounted  for  most  of  the  domestic 
disturbance  calls  in  one  county  in  our  catchment  area.  The 
man  eventually  inflicted  a  lethal  injury  on  the  partner  while 
both  were  intoxicated  (a  usual  state  of  affairs  according  to  the 
law  officers).  The  jury  in  the  small,  rural  county  where  the 
case  was  tried  believed  the  defense  account  that  she  had 
initiated  the  altercation.  The  man  was  found  guilty  of 
involuntary  manslaughter  for  shooting  an  unanned  woman 
in  the  back  of  her  thigh  as  she  was  scrambling  to  get  away 
from  him. 

Approximately  20%  of  homicides  in  ENC  are  caused  by 
intimate  partners.  We  found  no  parallel  for  the  national 
downward  trend  in  DV  homicide  in  this  isolated  geographic 
area.  Those  in  similar  socioeconomic  and  geographic  areas 
need  to  be  aware  that  the  victims  and  incidents  they  identify 
may  still  correspond  to  earlier  national  patterns.  Knowing 
more  about  the  patterns  in  the  area  will  help  shape  tactics  to 
prevent  lethal  domestic  violence. 
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Elder  Mistreatment 

A  Guide  for  Medical  Professionals 


Jill  Silverman,  MD,  and  Margaret  F  Hudson,  PhD,  RN 


Abuse  and  neglect  of  elders  fomi  part  of  the  spectrum  of 
violence  that  plagues  many  societies  today.  "Abuse"  in  this 
context  refers  to  a  misuse  of  power,  and  "neglect"  to  indiffer- 
ence (or  lack  of  information  about)  the  basic  human  needs  of 
another.  Elder  abuse,  which  shares  some  characteristics  of 
spouse  abuse  and  child  abuse,  affects  one  of  the  most 
vulnerable  segments  of  our  population.  Typically,  elder 
abuse  and  neglect  are  hidden  from  view,  with  less  than  209c 
of  cases  identified  by  professionals.  Health  care  and  social 
service  professionals — as  well  as  family  members,  neighbors, 
and  friends — need  to  be  more  alert  to  the  possibility  of  abuse 
or  neglect.  They  particularly  need  to  be  alert  for  self-neglect, 
especially  in  the  case  of  frail  elders  aged  73  years  and  older 
who  live  alone  and  have  little  or  no  family  or  social  support. 
The  medical  community  is  increasingly  aware  of  the 
impact  of  abuse  and  neglect.  Because  of  this,  medical  orga- 
nizations are  trying  to  heighten  doctors'  awareness  of  elder 
mistreatment.  In  1992  the  AMA  issued  guidelines  recom- 
mending that  doctors  ask  all  older  adults  about  abuse  and 
neglect.'  The  Joint  Commission  for  Accreditation  of 
Healthcare  Organizations  (JCAHO)  has  mandated  im- 
proved identification  and  management  of  elder  mistreat- 
ment, but  the  medical  community's  attention  to  elder  mis- 
treatment still  lags  far  behind  that  devoted  to  child  mistreat- 
ment, and  there  is  still  little  clinical  research  by  doctors  on 
this  important  public  health  problem. 


Why  Doctors  Need  to  Know  About  Elder 
Abuse 


possible,  can  reveal  a  great  deal  about  the  elder's  home 
situation  and  care.  Patients  usually  trust  doctors  and  nurses 
as  custodians  of  confidential  information  and  may  be  ready 
to  divulge  relevant  information.  With  access  to  information 
that  can  alert  them  to  the  presence  of  risk  factors,  doctors  can 
detect  signs  of  physical  abuse  and  neglect.  In  addition, 
medical  records  can  provide  legal  e\idence  of  mistreatment. 

Unfortunately,  most  doctors  have  had  little  training 
about  and  often  feel  unprepared  to  deal  w  ith  abused  patients. 
Only  19%  of  surveyed  accredited  residency  programs  in 
Virginia  covered  elder  mistreatment  in  their  curricula.-  Fewer 
than  half  of  surveyed  emergency  doctors  felt  confident  in 
identifying  victims  of  elder  mistreatment.'  Thus  it  is  no 
surprise  that  doctors  report  only  a  small  percentage  of  the 
cases  investigated  by  state  agencies.  In  Michigan,  mandatory 
reporting  of  elder  mistreatment  by  doctors  became  law  in 
1985;  between  1989  and  1993,  27,371  cases  were  reported: 
4l9c  by  citizens,  26%  by  nurses.  18%  by  social  workers,  and 
only  2%  by  doctors."* 

In  addition  to  lack  of  training,  there  are  other  barriers  to 
reporting  abuse.  These  include  the  lack  of  valid  and  reliable 
screening  tools  for  detecting  abuse  and  neglect  in  clinical 
settings,  fear  of  and  lack  of  knowledge  about  legal  ramifica- 
tions, and  time  constraints.  In  this  article  we  provide  basic 
infomiation  about  epidemiology,  risk  factors,  assessment, 
and  treatment  of  elder  abuse  and  neglect  which  may  help 
improve  doctors'  ability  to  assess  their  elderly  patients. 


Definitions 


Mistreated  elders  can  be  extremely  complex  and  time- 
consuming  patients,  but  for  many  reasons  clinicians  should 
be  in  the  forefront  of  identification  and  inter\ention.  These 
patients  are  often  isolated  and  may  be  seen  outside  the  home 
only  in  a  doctor's  office  or  hospital.  Home  visits,  when 


Elder  mistreatment  is  destructive  behavior — intentional 
or  unintentional — directed  toward  an  older  adult  and  occur- 
ring within  the  context  of  a  trusting  relationship.  It  is  of 
sufficient  intensity  and  frequency  to  produce  physical,  psy- 
chological, social,  or  financial  effects  (suffering,  injury,  pain. 


Dr.  Silverman  is  Clinical  Associate  Professor  of  Medicine  and  director  of  the  Beacon  Program  at  UNC  Chapel  Hill.  Dr.  Hudson  an 
Associate  Professor  in  the  UNC  School  of  Nursing.  Dr.  Silverman  may  be  reached  at  91 9/966-2276  or  by  email  at  rnldj@med.unc.edu. 
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loss  or  violation  of  human  rights).  It  consists  of  acts  of 
commission  (abuse)  and  acts  of  omission  (neglect)  commit- 
ted by  people  in  close  personal  relationships  with  elders 
(relatives,  friends,  neighbors,  significant  others)  or  by  indi- 
viduals in  formal  relationships  (healthcare  workers,  legal  and 
financial  advisors,  landlords,  and  social  workers). 

Abuse  consists  of  aggressive  or  invasive  behaviors,  ac- 
tions, or  threats  that  harm  the  patient.  It  may  take  any  of  the 
following  forms: 

-  Physical  abuse:  physical  force  such  as  hitting,  kicking, 
slapping,  raping,  burning,  pushing,  forced  feeding,  inappro- 
priate use  of  restraints,  beating,  and  drugs  used  against  the 
elder's  wishes.  (Sexual  abuse  falls  into  this  category.) 

-  Fi-vc/!o/og(Cfl/flZ7H.y«':  verbal  force  used  to  coerce,  threaten, 
intimidate,  infantilize,  belittle,  or  demean  an  elder. 

-  Social  abuse:  interdicting  the  social  needs  of  an  elder  by 
unreasonable  confinement,  forced  isolation,  or 
preventing  family  or  friends  from  visiting. 

-  Financial  abuse:  theft  or  misuse  of  an 
elder's  money,  property,  or  other  assets.'' 

Neglect  is  the  failure  of  responsible  parties 
to  appropriately  ensure  that  an  older  adult's 
basic  physical,  psychological,  social  and  finan- 
cial needs  are  met.  It  includes  the  following: 

-  Physical  neglect:  failure  to  provide  appro- 
priate assistance  needed  for  basic  physical  ac- 
tivities such  as  eating,  walking,  taking  medi- 
cines, bathing,  or  turning  in  bed.  It  also  in- 
cludes not  providing  transportation  to  appoint- 
ments or  stores,  not  providing  proper  pain 

relief,  or  leaving  a  demented  elder  home  alone  all  day. 

-  Psychological  neglect:  failure  to  provide  emotional  assis- 
tance or  support;  failure  to  meet  an  elder's  basic  emotional 
needs;  excluding  elders  from  decisions  about  their  own  care; 
ignoring  their  grief,  fears,  or  concerns;  failing  to  answer  a  call 
bell  promptly;  and  ignoring  or  not  visiting  them. 

-  Social  neglect:  failure  to  provide  means  to  meet  basic 
social  needs,  including  not  taking  an  elder  to  visit  friends  or 
not  allowing  friends  to  visit,  excluding  the  elder  from  family 
activities,  confining  the  elder  to  a  single  room,  not  providing 
meaningful  social  activities  for  nursing  home  residents. 

-  Financial  neglect:  failure  to  meet  basic  material  needs 
(for  money,  food,  medicines,  clothing,  shelter  or  supplies).'' 

Several  types  of  mistreatment  can  occur  simultaneously. 
Neglect  and  self-neglect  are  reported  most  often,  but  it  is  not 
yet  known  that  these  are  truly  the  most  prevalent  forms  of 
mistreatment,  since  so  much  of  elder  mistreatment  remains 
unreported  and  hidden  from  view. 


"All  Studies 

indicate  that  most 

cases  go 

unreported  in 

spite  of 

mandatory 

reporting  laws  in 

all  50  states . . ." 


tutes  abuse  and  neglect,  incomplete  or  inadequate  data 
collection,  and  inconsistent  sampling  have  made  reliable  data 
elusive.  All  studies  indicate  that  most  cases  go  unreported  in 
spite  of  mandatory  reporting  laws  in  all  50  states,  so  we  can 
only  estimate  the  true  incidence  and  prevalence  of  elder 
mistreatment;  nevertheless,  three  studies  provide  some  indi- 
cation of  the  prevalence  of  elder  abuse  and  neglect. 

In  a  random  sample  of  community-dwelling  elders  in 
Boston,  Pillemer  and  Finkelhor"  estimated  that  over  3%  of 
the  elderly  are  physically  or  psychologically  abused  or  ne- 
glected by  their  caregivers  (financial  abuse  and  self-neglect 
were  not  included.)  Despite  the  state's  mandatory  reporting 
law,  only  one  in  every  1 4  cases  came  to  professional  attention. 
In  North  Carolina,  a  random  sample  of  7  counties  found  that 
7.5%  of  elders  had  been  physically,  psychologically,  socially, 
or  financially  abused  after  reaching  65  years  of  age.''*  'We  can 
assume  that  including  neglect  or  self-neglect  would 
make  the  prevalence  higher. 

The  National  Elder  Abuse  Incidence  Study 
was  earned  out  in  1996  as  part  of  the  Family 
Violence  Prevention  and  Services  act  of  1992." 
Adult  Protective  Services  from  20  counties  in  15 
states  reported  and  authenticated  the  incidence  of 
physical,  sexual,  psychological,  and  financial  abuse, 
and  of  neglect  (including  abandonment  and  self- 
neglect);  unreported  cases  were  identified  by  over 
1 100  "sentinel"  reporters.  The  sentinels,  recruited 
from  the  ranks  of  home  health  providers,  law 
enforcement,  banks,  and  senior  citizen  centers  and 
others  likely  to  have  contact  with  elders,  were 
trained  in  idendfication  of  elder  mistreatment.  The  data, 
collected  in  staggered  2-month  periods  over  one  year,  imply 
(with  wide  confidence  limits)  that  in  1996  more  than  500,000 
US  adults  over  age  60  and  living  at  home  (institutional 
mistreatment  was  not  included)  were  abused  or  neglected. 
Several  trends  were  observed.  For  every  reported  case,  ap- 
proximately 5  went  unreported.  Of  the  70,943  reported  and 
substantiated  cases  of  abuse  and  neglect,  20%  were  referred 
by  family  members,  17%  by  hospital  personnel,  1 1%  by  law 
enforcement  officers,  and  only  8%  by  doctors  or  other  health 
personnel.  'Women  were  disproportionately  represented  in 
all  categories  except  for  abandonment.  Self-neglect  (44,168 
cases)  and  neglect  (34,525)  were  the  types  of  mistreatment 
reported  most  frequently,  followed  by  emotional  abuse 
(25, 142),  financial  abuse(21,427)  and  physical  abuse(I8,I44). 


Risk  Factors  for  Elder  Mistreatment 


Incidence  and  Prevalence 

Methodological  difficulties  have  impaired  our  understand- 
ing of  this  problem.  Inconsistent  definitions  of  what  consti- 


The  earliest  attempts  to  create  a  profile  of  victims  and 
perpetrators  of  elder  mistreatment  used  nonrandom,  conve- 
nience samples  without  comparison  groups.  This  depicted 
the  typical  abused  person  as  a  very  old,  disabled  and  depen- 
dent woman,  mistreated  by  her  adult  children.  The  use  of 
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Table  1 .  AM  A  guidelines  for  questioning  older 
adults  about  abuse  and  neglect^ 

•  Has  anyone  at  home  ever  hurt  you? 

■  Has  anyone  ever  touched  you  without  your 

consent? 

•  Has  anyone  ever  made  you  do  things  that  you  didn't 

want  to? 

•  Has  anyone  ever  taken  anything  of  yours  without 

asking? 

•  Has  anyone  ever  scolded  orthreatened  you? 

■  Have  you  ever  signed  any  documents  that  you 

didn't  understand? 

•  Are  you  afraid  of  anyone  at  home? 

•  Are  you  alone  a  lot? 

•  Has  anyone  ever  failed  to  help  you  take  care  of 

yourself  when  you  needed  help? 


Table  2.  Strategies  for  conducting  an  interview 

Interviewing  the  patient 
Ensure  privacy 
Ensure  confidentiality 
Separate  victims  and  caregivers 
Progress  from  general  to  specific  questions 
Allow  time  to  respond 
Respect  cultural  differences 
Do  not  blame  the  victim 
Do  not  confront  the  perpetrator 
Determine  whetherthere  is  cognitive  impairment 

Interviewing  the  caregiver 
Avoid  accusations 
Ask  about  support  structure,  resources  and 

assistance 
Identify  Adult  Protective  Services  as  support 

agencies 
Askfamily  members  how  caregiving  has  changed 

their  lives:  pros  and  cons 
Ask  what  assistance  would  improve  the  situation 
for  them 


random  samples  of  elders  and  of  comparison  groups  revealed 
other  characteristics.  Victims  were  often  depressed,  socially 
isolated,  and  in  poor  health." '"""  Perpetrators  were  typically 
men,  a  spouse  or  first-degree  relative  of  the  victim,  and 
themselves  suffering  from  alcohol  abuse,  ill  health,  depres- 
sion, and  dependence  on  the  victim.  They  used  dogmatic  care 
techniques  based  on  high  and  rigid  standards,  had  a  negative 
perception  of  the  elder,  a  history  of  deviant  behavior,  and  a 
high  level  of  external  stress  during  the  preceding  year."'"'-^ 
These  findings  shifted  the  focus  of  potential  causes  and 
contributing  factors  from  the  victim's  characteristics  to  those 
of  the  perpetrator. 

In  eight  studies,  four  distinct  patterns  have  been  found 
to  be  associated  with  specific  types  of  elder  abuse  or  neglect. 
Victims  of  physical  and  psychological  elder  abuse  (either 
men  or  women)  are  likely  to  be  relatively  young  (65  to  74 
years  of  age)  rather  than  very  old  (85  years  and  older), 
married,  physically  independent  but  in  poor  emotional  health 
with  low  morale,  in  troubled  marriages,  hving  with  others, 
lacking  confidants,  and  socially  isolated.  The  perpetrators  of 
abuse  tended  to  be  spouses  who  themselves  suffered  from 
mental  illness  or  mental  problems,  alcohol  abuse,  or  a  recent 
decline  in  mental  or  physical  health:  who  were  dependent  on 
and  living  with  the  victim:  and  who  had  experienced  recent 
stress.  The  characteristics  of  the  perpetrator  and  the  quality 
of  the  relationship  between  abuser  and  victim  were  more 
related  to  the  abuse  than  were  any  characteristics  of  the 
victims,  but  the  victims  had  few  resources  for  dealing  with 
abuse.""'-' 

Cases  of  financial  abuse  showed  different  characteris- 


tics: victims  tended  to  be  unmarried  (widowed,  divorced,  or 
never  married)  older  women  or  men  who  lived  alone  and  had 
problems  with  money  management  and  transportation.  They 
lacked  adequate  social  support  or  personal  confidants.  A 
combination  of  health  problems,  poor  morale,  and  depression 
limited  their  activities.  The  perpetrators  of  financial  abuse 
tended  to  be  younger,  distantly  related  or  unrelated  individu- 
als who  themselves  abused  alcohol  and  had  physical  or 
emotional  problems.  They  did  not  live  with  the  victims  but 
were  financially  dependent  on  them.  The  victims'  character- 
istics made  them  vulnerable  to  perpetrators  because  they 
could  not  function  independently.'"'-' 

A  limited  picture  of  sexual  elder  abuse  emerges  from  one 
study  of  28  cases  with  no  comparison  group.-''  All  victims 
were  women  who  were  either  totally  dependent  or  had 
significantly  impaired  functional  status:  8 1  %  of  the  perpetra- 
tors were  caregivers  for  the  victim,  and  78*%^  were  sons  or 
husbands  (the  rest  were  brothers,  boarders,  unrelated 
caregivers,  friends,  or  distant  relatives-'*).  This  form  of  elder 
abuse  needs  much  more  investigation. 

In  elder  abuse,  perpetrator  characteristics  dominate,  but 
in  elder  neglect,  victims'  characteristics  seem  more  relevant. 
Neglect  victims  are  likely  to  be  very  old.  widowed,  disabled 
women  whose  poor  health  and  physical  or  mental  impair- 
ment make  them  dependent  on  caregivers.  They  often  live 
with  the  person  who  neglects  them  and  have  sparse  social 
networks.  The  pei-petrators  are  family  members  or  unrelated 
caregivers,  many  of  whom  have  experienced  losses  in  their 
own  support  systems.  They  view  caring  for  the  elder  as  a 
source  of  stress.'"'-" 
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Clinical  Assessment 

No  early  intervention  studies  have  yet  been  conducted,  but 
theory  supports  the  idea  that  early  identification  of  persons 
at  risk  will  lessen  mistreatment.  Both  domestic  and  institu- 
tional forms  of  elder  abuse  and  neglect  tend  to  occur  in 
repetitive  cycles,  and  to  escalate  in  intensity.  Identification 
would  allow  an  intervention  to  be  based  on  the  characteristics 
of  the  individual  case  and  the  resources  available  in  the 
community  (social  programs;  home  health  nurses  and  aides; 
respite  care  treatment;  removal  of  the  perpetrator;  or  place- 
ment of  the  elder  in  an  adult  care  home,  assisted  living  or 
nursing  home). 

It  is  important  to  have  information  about  the  health, 
functional  abilities,  mental  capacity,  social  and  economic 
resources  and  living  situation  of  elders.  This  information  may 
be  acquired  over  several  interviews  and  by  several  members  of 
the  clinical  staff;  it  can  be  collected  in  the  elder's  home  by  a 
doctor,  nurse,  or  social  service  provider.  It  is  important  to 
recognize  that  cognitive  impairment  does  not  automatically 
make  a  patient  unable  to  understand  or  describe  mistreat- 
ment; it  depends  on  the  degree  of  impairment  exhibited  by 
the  elder.  Specific  steps  are  recommended  in  interviewing 
patients  and  caregivers  about  elder  mistreatment." 

The  AMA  has  provided  a  list  of  interview  questions 
designed  to  uncover  the  various  types  of  mistreatment  (Table 
1).  They  provide  a  framework  for  questioning,  but  work  best 
when  adapted  to  the  specific  situation  and  provider.  It  is 
important  that  the  elder  be  interviewed  alone,  without  any 
family  members  or  caregivers  in  the  examining  room  (Table 
2).  Any  positive  response  requires  a  more  detailed  explora- 
tion of  how,  when,  what,  and  who  has  been  involved — that 
is,  the  complete  details  of  the  situation. 

There  are  many  reasons  why  patients  do  not  disclose 
instances  of  abuse  and  neglect.  The  patient  may  not  be  able 
to  report  the  problem  because  of  cognitive  impairment  or 
aphasia,  or  may  not  recognize  the  behavior  of  the  caregiver  as 
abusive  or  neglectful,  or  may  feel  guilty  about  "provoking"  the 
abusive  behavior.  The  patient  may  not  recognize  symptoms 
of  depression  or  anxiety.  He  may  feel  shame  or  guilt,  or  be 
protective  of  his  abuser,  especially  if  it  is  a  family  member. 
Alternatively,  elders  may  recognize  abuse  or  neglect  but  are 
hesitant  to  admit  it  because  of  fear  that  the  perpetrator  will 
retaliate  and  the  mistreatment  will  become  worse.  This  is  a 
legitimate  fear  and  all  clinicians  must  be  sensitive  to  it. 
Sometimes,  elders  fear  nursing  home  placement.  It  is  here 
that  the  clinician  can  be  especially  helpful,  educating  the 
patient  about  the  problem,  the  options  available,  and  how 
service  agencies  can  be  supportive. 

Similar  care  must  be  taken  in  interviewing  the  caregiver, 
who  should  also  be  interviewed  in  private  away  from  the 
elder.  It  is  best  if  the  clinician  views  the  elder  and  the  alleged 
perpetrator  as  "good"  people  caught  in  a  "bad"  situation,  and 


as  both  needing  help.  Table  2  suggests  guidelines  for  inter- 
viewing family  members  and  caregivers. 

The  physical  exam  can  provide  important  clues  about 
possible  mistreatment.  Approach  the  elder  slowly  and  notice 
whether  he  or  she  flinches,  withdraws  or  grimaces  as  you 
approach  and  begin  the  examination.  Note  any  body  lan- 
guage that  could  indicate  fear  or  anxiety.  Note  all  injuries, 
especially  multiple  injuries  in  different  stages  of  healing,  and 
unexplained  injuries  or  those  with  implausible  explanations. 
Evidence  of  malnutrition  or  dehydration,  poor  hygiene, 
absence  of  needed  assistive  devices  (dentures,  eyeglasses,  and 
canes)  should  be  noted  and  the  issue  of  neglect  considered. 
Evidence  of  medical  noncompliance  such  as  frequently  missed 
appointments,  low  therapeutic  drug  levels,  and  multiple 
exacerbations  of  chronic  medical  problems  may  point  to 
neglect. -*"  It  is  important  to  remember  that  failure  to  assess 
the  elder  and  caregiver  separately  may  not  only  lead  to 
missing  the  diagnosis  of  abuse  or  neglect  but  also  lead  to 
erroneous  explanations  (and,  therefore,  mismanagement)  of 
injuries  or  medical  symptoms.  Doctors  should  report  all 
suspected  cases  of  elder  abuse  or  neglect  to  the  Adult 
Protective  Services  (APS)  worker  in  the  county  in  which  the 
elder  resides.  These  workers  must,  by  law,  investigate  any 
suspected  mistreatment  and  offer  intervention.  It  is  impor- 
tant that  doctors  work  with  APS  workers  to  resolve  any 
mistreatment. 


Intervening 

Whenever  mistreatment  is  identified  or  suspected,  the  first 
priority  is  to  ensure  the  patient's  safety.  If  there  is  evidence  of 
serious  injury  or  life-threatening  neglect,  or  if  physical  at- 
tacks have  occurred  or  accelerated  in  frequency  or  severity, 
the  options  are  to  shelter  the  patient,  obtain  court  protective 
orders,  or  hospitalize.  The  doctor  can  assist  the  APS  worker 
in  implementing  the  plans  for  treatment.  If  the  patient  is 
competent  and  wants  to  continue  the  living  situation,  the 
doctor  should  be  supportive  while  being  sure  that  the  elder 
is  fully  aware  of  the  risks  involved.  The  patient  should  be 
taught  about  abuse  and  neglect,  and  provided  with  access  to 
available  resources.  The  legal  requirement  to  report  mistreat- 
ment should  be  discussed,  and  follow-up  care  arranged. 


Elder  Abuse  and  the  Law 

All  50  states  have  laws  mandating  that  elder  abuse  be 
reported.  In  North  Carolina,  reporting  of  elder  mistreatment 
became  mandatory  in  1979,  and  any  person  "who  has  reason- 
able cause  to  believe  that  a  disabled  person  is  in  need  of 
protective  services"  (NCOS  108A- 102;  Table  3)  must  report 
suspected  mistreatment  to  Adult  Protective  Services.  These 
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Table  3.  Duty  to  report  abuse;  content  of  report;  immunity  from  legal  action* 

•  Any  person  having  reasonable  cause  to  believe  that  a  disabled  adult  is  in  need  of  protective  services  shall 
report  such  information  to  the  director. 

•  The  report  may  be  made  orally  or  in  writing.  The  report  shall  include  the  name  and  address  of  the  disabled 
adult;  the  name  and  address  of  the  disabled  adult's  caretaker;  the  age  of  the  disabled  adult;  the  nature  and 
extent  of  the  disabled  adult's  injury  or  condition  resulting  from  the  abuse;  and  other  pertinent  information. 

•  Anyone  who  makes  a  report  pursuant  to  this  statute,  who  testifies  in  any  judicial  proceeding  arising  from 
the  report,  or  who  participates  in  a  required  evaluation  shall  be  immune  from  any  civil  or  criminal  liability  on 
account  of  such  report  or  testimony  or  participation,  unless  such  person  acted  in  bad  faith  or  with  a  malicious 
purpose. 

*North  Carolina  General  Statute  1 08A-1 02 


Table4.  North  Carolina  resources  for  elders 


CARE-UNE 

NC  Division  of  Aging: 


Office  of  Citizen  Services 
800/662-7030;  9 1 9  733-426 1 

919733-3983 
www.dhhs.state.nc.us/aging 


Information,  referrals,  inquiries, 
reports  of  mistreatment 

Nutrition,  adult  day  care,  in-home  aides, 
group  respite,  legal,  home  health, 
transportation 


Area  Agencies  on  Aging:  www.dhhs.state.nc.us/aging/aaalist.htm 


Region  A 

828/488-921 1 

Region  B: 

828251-6622 

Region  C: 

828287-2281 

Region  D: 

828265-5434 

Region  E: 

828322-9191 

Region  F: 

704372-2416 

Region  G: 

336294-4950 

Region  H: 

910895-6306 

Region  1: 

336761-2111 

Region  J: 

919549-0551 

Region  K: 

252436-2040 

Region  L: 

252446-0411 

Region  M: 

910323-4191 

Region  N: 

910618-5533 

Region  0: 

910395-2684 

Region  P: 

252638-3183 

Region  Q: 

252946-8043 

Region  R: 

252426-5733 

Cherokee,  Clay,  Graham,  Haywood,  Jackson,  Macon,  Swain 
Buncombe,  Henderson ,  Madison,  Transylvania 
Cleveland,  McDowell,  Polk,  Rutherford 
Alleghany,  Ashe,  Avery,  Mitchell,  Watauga,  Wilkes,  Yancey 
Alexander,  Burke,  Caldwell,  Catawba 

Cabarrus,  Gaston,  Iredell,  Lincoln,  Mecklenburg,  Rowan,  Stanly,  Union 
Alamance,  Caswell,  Davidson,  Guilford,  Randolph,  Rockingham 
Anson,  Montgomery,  Moore,  Richmond 
Davie,  Forsyth,  Stokes,  Surry,  Yadkin 
Chatham,  Durham,  Johnston,  Lee,  Orange,  Wake 
Franklin,  Granville,  Person,  Vance,  Warren 
Edgecombe,  Halifax,  Nash,  Northhampton,  Wilson 
Cumberland,  Harnett,  Sampson 
Bladen,  Hoke,  Robeson,  Scotland 
Brunswick,  Columbus,  New  Hanover,  Pender 

Carteret,  Craven,  Duplin,  Greene,  Jones,  Lenoir,  Onslow,  Pamlico,  Wayne 
Beaufort,  Bertie,  Hertford,  Martin,  Pitt 

Camden,  Chowan,  Currituck,  Dare,  Gates,  Hyde,  Pasquotank,  Perquimans, 
Tyrrell,  Washington 


state-funded  agencies  will  investigate  reports,  provide  emer- 
gency services,  counseling  and  protective  relocation.  A  dis- 
abled person  is  defined  as  any  person  over  the  age  of  18,  who 
is  incapacitated  by  physical  or  mental  impairment.  Adults  in 
need  of  protective  services  are  those  unable  to  care  for 
themselves,  those  lacking  help,  and  those  experiencing  abuse, 
neglect  or  exploitation.  Persons  who  report  their  suspicions 
in  good  faith  are  protected  by  the  law  from  civil  or  criminal 
liability.  Only  a  reasonable  suspicion  of  mistreatment  is 


required,  not  actual  proof  In  North  Carolina  about  1500 
cases  a  year  are  reported  to  Adult  Protective  Services.  Most 
involve  neglect  by  a  caretaker  or  self-neglect. 

Controversy  sun"ounds  mandatory  reporting  laws.  Re- 
search has  not  yet  shown  whether  such  laws  improve  the 
status  of  mistreated  elders.  At  times,  the  laws  come  in  conflict 
with  patient-doctor  confidentiality,  as  when  the  patient 
requests  that  no  report  be  made.  In  such  situations,  the  law 
supersedes  the  ethical  issue  of  doctor-patient  confidentiality, 
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but  the  elder's  safety  and  well-being  must  be  the  first  priority. 
Therefore,  the  best  approach  needs  to  be  determined  on  a 
case-by-case  basis.  The  doctor  should  explain  the  legal 
obligation  in  a  way  that  emphasizes  the  helping  rather  than 
punitive  role  of  service  agencies.  In  the  end,  the  patient  and 
family  are  less  likely  to  feel  threatened  when  interventions  are 
arranged  by  the  doctor  in  conjunction  with  the  APS  worker. 
Most  families  welcome  offers  of  assistance  such  as  home 
health  services  or  respite  care  (Table  4). 

There  have  been  very  few  reports  about  what  follows 
agency  intervention  in  cases  of  elder  abu.se  or  neglect.  One 
study  of  a  volunteer-staffed  advocacy  program  for  abused 
elders  reported  improved  access  to  services,  decreased  isola- 
tion, improved  self-esteem,  and  increased  likelihood  of  legal 
action.-'  This  study  was  not  randomized,  involved  a  small 
number  of  clients,  and  failed  to  reach  statistical  significance. 
This  area  clearly  deserves  more  study. 


Conclusions 

In  addition  to  the  obvious  physical  and  emotional  harm 
inflicted  on  mistreated  elders,  the  medical  consequences  of 
abuse  and  neglect  are  far-reaching.  One  study  found  higher 
mortality  rates  for  abused  and  neglected  elders  than  for  a 
comparison  group  of  comparable  age,  with  comparable 
medical  conditions,  cognitive  or  functional  impairment,  and 
social  networks.  None  of  the  deaths  in  this  study  were 
attributed  directly  to  injuries.-* 

The  medical  community  has  a  clear  obligation  to  intercede  in 
the  care  of  its  mistreated  elderly  patients.  Proper  assessment 
may  improve  identification  of  such  patients,  and  hopefully 
improve  their  medical  care  as  well  as  their  quality  of  life. 
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Fulfill  Your  Professional  Goals 

The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a 
retirement  plan,  and  the  pride  that  comes  from  serving 
your  country.  Certain  critical  specialists  (including 
residents)  may  qualify  for  financial  bonuses  and  flexible 
drilling  schedules.  For  more  information  call: 

1-800-872-8767 

LET  THE  JOURNEY  BEGIN 
HTTP:/AVWW.NAVY-RESERVE-JOBS.COM 
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Accredited  Sponsor 

University 
OF  Minnesota 

For  more  information,  to  receive  our  complete 

brochure,  or  to  register, 
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(1)  September  22-24  (2)  December  10-12 
Emergency  Ultrasound  Course 

Place:      (1)  Charlotte,  NC;  (2)  Columbia.  SC 
Credit:    Up  to  21  hours,  Category  1,  AM  A;  21  hours. 

Category  1,  ACER 
Fees:       $700  physicians;  $650  ACEP;  $600  SCCEP; 

$500  residents  and  PAs;  $450  students 
Info:       South  Carolina  College  of  Emergency 

Medicine;  Thomas  D.  Cook,  MD,  145  Sassafras 

Tr.,  Lexington,  SC;  email:  huntpat@sc.rr.com; 

website:  www.emergencyultrasound.com 

September  22-23 

Wound  Management  2000 

Place:     Friday  Center,  UNC-Chapel  Hill 

Credit:    Up  to  10.5  hours.  Category  1,  AMA;  12  hours 

ANCC  contact  hours 
Fees:       Registration  before  8/26:  $165  physicians,  $75 

nonphysicians;  after  8/26:  $185/$85 
Info:       Sponsored  by  UNC-Chapel  Schools  of  Medicine 

and  Nursing.  919/962-2118;  fax  962-1664. 

Registration  deadline  September  13. 

October  12-14 

World  Foundation  for  Medical  Studies  in  Female 

Health  CME  Conference 

Place:     Inter-Continental  Hotel,  New  Orleans 
Credit:    TBA 

Fees:       $450  physicians;  $350  all  others 
Info:       516/944-3192. 

October  13 

Sixth  Annual  George  T.  Wolff,  MD,  Primary  Care 

Symposium 

Place:     Moses  H.  Cone  Memorial  Hospital,  Greensboro 
Credit:    Up  to  6  hours  Category  1,  AMA  and  AAFP 

Prescribed 
Fee:        $50 
Info:        Greensboro  AHEC,  336/832-8214;  email: 

pam.reavis  @  mosescone.com 
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27th  Postgraduate  Course,  The  Alexander  Spock 
Symposium:  Practical  Management  of  Common 
Problems  in  Ambulatory  Pediatric  Patients 

Place:     Searle  Center  for  Continuing  Medical  Education, 
Duke  University  Medical  Center,  Durham 

Credit:    TBA 

Fees:       $150  physicians  (both  days);  $90  allied  health 
professionals;  free  for  in  training  or  emeritus 

Info:        J.  Mark  Majure,  MD  919/684-2289 

October  20-21 

2000  Coastal  Medical  Retreat 

Place:      Holiday  Inn  SunSpree  Resort,  Wrightsville 
Beach 

Credit:    6.5  hours.  Category  1  AMA 

Fees:       $150  (includes  dinner  dance);  $35  admission  to 
dinner  dance  only,  for  physicians,  spouses,  guests 

Info:        Sponsored  by  UNC-Chapel  Hill  School  of 
Medicine;  golf  and  tennis  tournaments,  boat 
fishing  on  10/20;  full  day  of  CME,  dinner- 
dance  on  10/21.  Contact  Bonnie  Brown  at  New 
Hanover-Pender  Co.  Medical  Society:  tel.  910/ 
790-5800;  email  nhpcmeds@wilniington.net 

October  25-27 

The  27th  Annual  Edward  W.  Hook,  Jr.,  MD,  Recent 

Advances  in  Clinical  Medicine 

Place:     Omni  Hotel,  Charlottesville,  VA 

Credit:    TBA  --^ 

Fees:       TBA 

Info:  Camilla  Tumage,  University  of  Virginia  Office 
of  CME,  at  800/243-5703  or  800/552-3723;  or 
www.med.virginia.edu/ed-programs/cme/racm 

December  12-13 

The  Great  Divide:  Understanding  and  Eliminating 

Health  Disparities 

Place:     Sheraton  Capital  Center,  Raleigh 
Credit:    TBA 
Fees:       TBA 

Info:        UNC  School  of  Public  Health,  919/966-4032;  or 
www.sph.unc.edu/oce 
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Classified  Ads 


CHAPEL  HILL-AVALON  Internal  Medicine.  New  prac- 
tice seeks  BC/BE  internist.  Responses  to  Cecilia  McKay, 
MD,  PO  Box  1441,  Carrboro,  NC  27510. 


CHAPEL  HILL  MEDICAL  OFFICE  SUITE  for  rent. 
Prime  location  opposite  University  Mall.  Approximately 
2000  square  feet.  Custom  cabinetry,  ample  parking.  For 
more  information,  call  919/967-4545  or  919/408-0782. 


DURHAM,  NC:  Four  well-established  and  busy  Internists 
seek  a  BC/BE  Internist.  Position  available  in  July  2000. 
Attractive  benefits.  Salary  negotiable.  Send  CV  to  Laura 
H.  Berglund,  MD,  4315  Ben  Franklin  Boulevard,  Durham, 

NC  27704. 


FULL-TIME/PART-TIME  PHYSICUN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  necessary. 
Competitive  salary  and  benefit  package.  Part-time  posi- 
tions available  with  accommodations  provided.  Call  Dr. 
Kimberly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at 
757/670-8894. 


LOOKING  TO  RELOCATE  near  the  beach?  Staff  Physi- 
cian needed  for  an  Urgent  Care  Clinic  in  a  rapidly  growing 
Eastern  town.  Flexible  schedule  with  no  on-call  duties. 
Must  have  experience  with  Pediatrics  and  Internal  Medi- 
cine (family  practice).  Please  submit  CV  to  Onslow  Doctors 
Care,  Inc.,  325  Western  Blvd.,  Jacksonville,  NC  28546  or 
call  Tammy  Smith  at  910/577-1555. 


NEW  BERN,  NC:  PSYCHIATRIC  practice  seeking  BC/ 
BE  psychiatrist  to  work  full-time  in  office  and  hospital 
setting.  Experience  necessary.  Location  affords  easy  acces- 
sibility to  the  beautiful  Crystal  Coast.  Attractive  benefits 
package  and  competetive  salary.  Please  send  CV  to:  P. 
Vinson,  Administrator,  Community  Wellness  Center,  108H 
West  Firetower  Road,  Winterville,  NC  28590. 


PHYSICIANS  NEEDED  for  locum  tenens  and  perma- 
nent assignments  in  North  Carolina.  Our  openings  in- 
clude the  following  specialties:  Family,  Pediatrics,  Ob- 
Gyn,  and  Internal  Medicine.  Come  join  our  group  of  over 
1 00  physicians,  make  top  wages  and  have  the  flexibility  you 
need  for  your  life  style.  Fax  your  cover  letter  and  CV  to 
Physician  Solutions,  Inc.,  at  919/845-1947,  or  call  us  at 
919/845-0054  and  let's  get  started. 


SCOTT  MEDICAL  GROUP,  LLC  is  looking  for  strong 
candidates  in  Family  Practice,  who  want  to  take  a  lead- 
ership role  providing  excellent  medical  care  in  an  urgent 
care  or  clinic  setting.  Excellent  benefits  and  salary.  Op- 
portunities exist  in  CHARLOTTE,  RALEIGH,  and 
DURHAM.  Please  send  CV  to  Jackie  O'Connor  Pol- 
lard, Director  of  Recruiting  at  Scott  Medical  Group, 
LLC,  3000  Croasdaile  Drive,  Durham,  NC  27705. 
Telephone  800/678-2811;  fax  919/383-0874.  No  J-1 
visas. 
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New  Members 

of  the  North  Carolina  Medical  Society 


Christopher  Thomas  da  Costa  (IM), 

5107  Masters  Lane  North.  Wilson 

27896 
Kathleen  Ann  Meehan  de  la  Cruz(FP). 

Oxford  Family  Physicians.  101-A 

Professional   Park  Dr.,   Oxford 

27565 
Anisha  Abraham  (PD),  220  Golf  Drive, 

Sanford  27330 
JoseR.  Agoncillo(FP),  12517Harcourt 

Drive,  Raleigh  27613 
Joe  McKnitt  Alexander  (FP).  New 

Horizons  Family  Practice,  2911 

Breezewood    Ave..    Ste.    201. 

Fayetteville  28303 
Barry  Paul  Avner  (PHYS.  ASST.).  60 

Quail  Hollow  Lane.  Sanford  27330 
Sherri  Sue  Baker  (RESIDENT).  5105 

Copper  Ridge  Dr..#201,  Durham 

27707 
Kenneth  Banks  (FP).  319  Hospital 

Road.  Zebulon  27597 
Berthold  Beisel  (RESIDENT).   1125 

N.  Church  St..  Greensboro  27401 
Eric    William    Benedum    (PHYS. 

ASST.).   700  W.   Main   Street, 

Jamestown  27282 
Ronald  Winston  Bewick.  Jr.  (PHYS. 

ASST.),     212     John     Avenue, 

Greenville  27858 
O.  Josh  Bloom  (RESIDENT).    1720 

St.  Mary's  Church  Road,  #3-3B, 

Burlington  27215 
Richard  Seth  Bloomfeld  (GE),  3218 

Deerchase  Wynd,  Durham  27712 
Brian  Alan  Blue,   13001   Lexington 

Avenue.  Thomasville  27360 
Lester  Stuart  Borden,  Jr.   (RESI- 
DENT), 41 1  Park  Ridge  Lane,  Apt. 

#2.  Winston-Salem  27104 
Amylee  Brooks  (PHYS.  ASST.),  Tren- 


ton Medical  Clinic,  PO  Box  370. 
Trenton  28585 

Kim  Windley  Brooks  (OBG),  350  N. 
Cox  St.,  Ste.  #6.  Asheboro  27203 

Remus  Bennett  Bullard.  Ill  (PHYS. 
ASST.),  50  13th  Avenue  NE.  Ste. 
2A.  Hickory  28601 

Ketan  Ramanlal  Bulsara  (RESI- 
DENT). 5307  Sweeney  Drive. 
Durham  27705 

Gilda  Cardenosa  (R).  3816  Friendly 
Acres  Drive.  Greensboro  27410 

Scott  Russell  Clarke  (OTO).  2111 
Ridgefield  Dr..  Chapel  Hill  27514 

Karen  Gail  Cloninger  (C).  4588  Mari- 
ner Lane.  Denver  28037 

Joseph  Dexter  Cohen  (PHYS.  ASST.), 
2106  Henniker  Street,  Apex  27502 

Renee"  Raimondi  Deweese  (R).  Gaston 
Radiology,  PA,  620  Summit  Cross- 
ing Place,  Gastonia  28054 

Sanjeev  K.  DeVeshwar  (R).  Greens- 
boro Radiology.  1317  N.  Elm  Street, 
Greensboro  27401 

Patrick  Shane  Dixon  (PHYS.  ASST.), 
3009  Deercroft  Lane,  Clemmons 
27012 

Elizabeth  Anne  Duncan  (RESI- 
DENT), 5301  Brougham  Lane, 
Piano  TX  75023 

Kelli  Penegai- Duncan  (PHYS.  ASST.). 
Carolinas  Child  &  Adolescent. 
1328  Patterson  St.,  Monroe  281 12 

Michael  Richard  Duran  (PHYS. 
ASST.),  6451  Nazarene  Church 
Road,  Pleasant  Garden  27313 

John  August  Engelmann,  Jr.  (AN), 
2125-H  Crossing  Way,  High  Point 
27262 

Dawn  Priscilla  Evancho  (PHYS. 
ASST.).   2323   Colony   Woods 


Drive.  Apex  27502 

Colby  Craig  Evans  (RESIDENT), 
305-U  Copperline  Drive,  Chapel 
Hill  27516 

Mary  Fisher  Feldman  (PHYS.  ASST.), 
1 12  Wintermist  Drive,  Gary  27513 

Todd  Alan  Feltz  (PHYS.  ASST.).  1404 
E.  Franklin  Street.  Monroe  28112 

Patrick  Louis  Fry,  652  Carpenter  Av- 
enue. Mooresville  281 15 

Douglas  Arthur  Fullington  (IM), 
Goldsboro  Medical  Clinic,  PA, 
2400  Wayne  Memorial  Dr..  Ste.  A, 
Goldsboro  27534 

Arilus  Dawan  Gunter  (OBG),  Harris 
&  Smith  Ob-Gyn.  PA.  41 16  Capi- 
tol Street,  Durham  27704 

James  Greene  Hamilton  (FP).  I82I 
Hillandale  Road.  Suite  IB- 159, 
Durham  27705 

Allyson  Ann  Haymes  (R),  Halifax  X- 
Ray  Associates,  19  East  1 1th  Street, 
Roanoke  Rapids  27870 

Armando  Hevia  (RESIDENT),  4103 
Stone's  Way.  Efland  27243 

Becki  Sue  Hill  (RO),  704  Colony 
Square.  Rocky  Mount  27804 

Ingrid  Margarete  Hoffmann  (RESI- 
DENT), Wake  Forest  Univ.  Sch. 
of  Med..  Medical  Center  Boule- 
vard. Winston-Salem  27157 

John  Stewart  Humphrey  (RESI- 
DENT), 800-801  Laurel  Springs 
Dr..  Durham  27713 

Mark  Emerson  Jackson  (PHYS. 
ASST.),  1071  Indian  Hill  Road, 
Henderson ville  28791 

Cheryl  Ann  Jaros  (PHYS.  ASST.), 
1121  Hidden  Hills  Dr.,  Wake  For- 
est 27657 

Susan  Davis  Kopynec  (PHYS.  ASST.), 
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1266  Seven  Lakes  North,  West  End 
27376 

Margaret  Chesser  Krusch  (PHYS. 
ASST.),  43  Vermont  Ct..  A4, 
Asheville  28806 

Theresa  Burgess  Kubicki  (PHYS. 
ASST.),  Preston  Medical  Associ- 
ates, 110  Preston  Executive  Dr., 
Caryigh  27513 

Amanda  Michelle  Laird  (RESI- 
DENT), 2047  Craig  Street,  Apt. 
B,  Winston-Salem  27103 

Thomas  Michael  Leath  (RESIDENT), 
3022  Polo  Road,  Winston-Salem 
27106 

Cynthia  Gwendolyn  Lonigan  (PHYS. 
ASST.).  444  Rollingwood  Circle, 
Fayetteville  28305 

Arie  Mantin  (FP),  1028  Greenhurst 
Road,  Winston-Salem  27104 

Sharon  Elaine  Matteson  (PHYS. 
ASST.),  Swansboro  Medical  Cen- 
ter, 718  W.  Corbett  Avenue, 
Swansboro  28584 

Donald  Jay  McCauley  ( PHYS.  ASST.). 
Triangle  Orthopaedic  Assocs,  PA, 
2609  N.  Duke  St..  Ste.  900.  Durham 
27704 

Hugh  Timothy  McConnelJ  (PHYS. 
ASST.),  The  Sanger  Clinic,  PA, 
2555  Court  Dr.,  Ste.  200,  Gastonia 
28054 

Barbara  Butler  McPherson  (FP),  10 
Palm  Tree  Ct.,  Greensboro  27406 

Rohima  Davi  Miah  (RESIDENT), 
1 1 3-A  Weatherstone  Drive,  Chapel 
Hill  27514 

Rachel  Ceilann  Miller  (PHYS.  ASST.), 
Wake  Forest  Univ.  Sch.  of  Med.. 
Medical  Center  Blvd..  Winston- 
Salem  27157 

Sandra  Yvonne  Moody-Ayers  ().  209 
Stable  Road.  Carrboro  27510 

Yoshihiko  Murata  (RESIDENT),  10 
Gray  Fox  Court,  Durham  27713 

Kenneth  Wayne  Myers,  Allergy  Part- 
ners. PA.  306  Summit  Street. 
Asheville  28813 

David  Chester  Newbrough  (PHYS. 
ASST.).  Tarheel  Internal  Med. 
Assocs.,  102-B  Medical  Drive, 
Elizabeth  City  27909 

Joyce  Argelia  Noriega  (OBG),  Eastern 
Carolina  Women's  Ctr.,  105  Mark 


Drive,  Edenton  27932 

Valerie  Marie  Parisi  (OBG),  UNC 
School  of  Medicine,  Department 
of  Ob-Gyn,  Chapel  Hill  27599 

Latika  D.  Patel  (OBG),  Carolina  Ob- 
Gyn,  1424  E.  Franklin  Street, 
Monroe  28110 

Joshua  Charles  Patt  (RESIDENT),  807 
Clarkson  Mill  Ct.,  Charlotte  28202 

Robert  Allen  Paul,  Jr.  (PHYS.  ASST.), 
Raleigh  Emergency  Med.  Assocs., 
2500  Blue  Ridge  Rd.,  Ste.  417, 
Raleigh  27607 

Robert  Carl  Pennington  0. 1 10  Jefferson 
Street,  Suite  107.  North  Wilkesboro 
28659 

Ariel  Alejandro  Fertile  (RESIDENT). 
7082  Whitby  Avenue.  Clemmons 
27012 

Rachel  O'Neill  Fertile  (RESIDENT). 
7082  Whitby  Avenue.  Clemmons 
27012 

Kellie  Elizabeth  Rizzieri  (IM).  403 
Englewood  Drive,  Chapel  Hill 
27514 

Robert  Edward  Ross,  Jr.  (RESI- 
DENT), 1680  Hendersonville 
Road.  #D-19.  Asheville  28803 

Ceylon  Maurice  Rowland  (OBG). 
Woman's  Health  Center.  704-B 
W.  H.  Smith  Blvd..  Greenville 
27834 

Andrea  Marie  Scali.se-Gordy.  The  Cen- 
ter for  Sight,  4964  University  Pkwy . 
Ste.  105.  Wmston-Salem  27106 

Robert  D.  Schertz,  3040  Momingside 
Dr..  Carrboro  27510 

Kenneth  Albert  Schneider  (PTH).  5307 
Farrington  Road.  Chapel  Hill 
27514 

Malika  Dalai  Shah  (RESIDENT). 
1587  Falling  Brook  Drive,  Apt.  G. 
Creedmoor  27522 

Iqbal  Singh  (N).  215-12  Crowne  Club 
Drive.  Winston-Salem  27104 

Anthony  Crozat  Smith  (RESIDENT). 
2710-4  Meridian  Drive.  Greenville 
27834 

Robert  Sidney  Green  Smith  (RESI- 
DENT). PO  Box  86.  Turbeville 
SC  29162 

Ranya  Nabil  Sweis  (STUDENT).  400 
Remington  Circle.  Durham  27705 

Eugene   H.   Thiebaud.  Jr.   (PHYS. 


ASST.).  Wake  Forest  Univ.  Sch.  of 
Med..  Medical  Center  Boulevard. 
Winston-Salem  27157 

Dan  S.  Veljovich  (RESIDENT),  UNC, 
Dept.  of  Ob-Gyn.  CB  7570.  Chapel 
Hill  27599 

Mark  Edward  Ward  (RESIDENT), 
Wake  Forest  Univ.  Medical  Ctr., 
Medical  Center  Blvd..  Winston- 
Salem  27157 

James  Michael  Wertman  (PD).  4910 
Bluff  Run  Drive.  Greensboro  27455 

Sidney  Paul  Wolinsky  (PHYS.  ASST.). 
1905  Skibo  Rd..  Fayetteville  28314 

Cynthia  Helen  Wrenn  (PHYS. 
ASST.).  1320  Medical  Drive. 
Fayetteville  28304 

Frederick  Todd  Yonteck  (RESI- 
DENT). 1106  Fenimore  Street, 
Winston-Salem  27103 

Denniz  Asad  Zolnoun  (RESIDENT), 
400  Durant  St.,  Apt.  301.  Chapel 
Hill  27514 

Alamance-Caswell 

Karen  Louise  Kriza  (EM),  3508  Gar- 
den Road,  Apt.  Fl,  Burlington 

27215 

Buncombe 

Homer  Shannon  Carson,  III  (AN),  13 
Sunset  Lane.  Asheville  28804 

James  Rista  Field  (R).  5  Hilltop  Road, 
Asheville  28803 

Timothy  Vanderekwaak  (GYN), 
Hope-A  Women's  Cancer  Center, 
445  Biltmore  Ave.,  Ste.  501. 
Asheville  28801 

Cabarrus 

Kurt  Karl  Lark  (OPH).  854  Craigmont 

Lane,  Concord  28025 
Rebecca    Long    Lark    (ID),     854 

Craigmont  Lane.  Concord  28027 
William  Thomas  Sumner  (D).  643 

Abington  Drive.  Concord  28025 
Richard  Franklin  Williams  (ON).  920 

Allison  Mews  PL,  NW,  Concord 

28025 

Caldwell 

Jeffrey  Paul  Keverline  (ORS ),  40 1  Mul- 
berry St.,  Ste.  103.  Lenoir  28645 
Regina    Young    Kim    (FP).    2440 
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Thomfield  Drive.  Lenoir  28645 

Edward  Bumno  Yoon  (OBG).  2440 

Thomfield  Drive.  Lenoir  28645 

Carteret 

Roger  Evan  Holland  (RO),  Crystal 
Coast  Radiation  One.,  3500 
Arendell  St.,  Morehead  City  28557 

John  Daughtry  Marriott  (R),  134 
Oakleaf  Drive,  Pine  Knoll  Shores 
28512 

Darren  Scott  Wright  (OBG),  206 
Trailwood  Drive,  Newport  28570 

Catawba 

ChailesB.Davis(P).2836Palmer  Drive, 
Conover  28613 

Patrick  Lynn  Lillard  (P).  128  Gunpow- 
der Vie  w  Circle,  Granite  Falls  28630 

Craven-Pamlico- Jones 

Tamara  Leigh  Cheatham  Babb  (FP), 
300  Augusta  Ct..  New  Bern  28562 

Cumberland 

James  William  Brook  (RESIDENT). 

1601  Owen  Dr..  Fayetteville  28304 
Tanya  Jayne  Canfield  (RESIDENT). 

1601  Owen  Dr.,  Fayetteville  28304 
Tho  D.  Le  (C).  Cape  Fear  Cardiology 

Assocs.   PA.  3634  Cape  Center 

Drive,  Fayetteville  28304 
Norman  Dean  Means  (RESIDENT), 

1601  Owen  Dr..  Fayetteville  28304 
Jorge  Alejandro  Sabin  (RESIDENT). 

1601  Owen  Dr..  Fayetteville  28304 
Seema  Sharma  (RESIDENT).    1601 

Owen  Dr..  Fayetteville  28304 
Robert  Glenn  Townsend,  III  (RESI- 
DENT).      1601       Owen      Dr., 

Fayetteville  28304 
Thuy  Mai  Tran  (RESIDENT).    1601 

Owen  Dr..  Fayetteville  28304 

Durham-Orange 

Brad  Ellison  (STUDENT),  202 
McCauley  St..  Chapel  Hill  27516 

Cristina  Yip  Go  (N).  1000  Smith  Level 
Road,  #G4,  Carrboro  27510 

Christopher  R.  Mantyh  (CRS), 
DUMC.  Box  3117.  Durham  27710 

Forsyth-Stokes-Davie 

Richard  Charles   Stephenson  (IM). 


Hospice  of  Winston-Salem.  1 100- 
C  S.  Stratford  Road.  Winston-Sa- 
lem 27103 
George  Frederick  Wittenberg  (N). 
Wake  Forest  Univ.  Sch.  of  Med.. 
Medical  Center  Boulevard.  Win- 
ston-Salem 27157 

Gaston 

Jan  Christopher  Brandys  (GS).  Caro- 
lina Surgery,  PA,  1 089  X-Ray  Drive, 
Gastonia  28054 

Greater  Greensboro  Society  of  Med. 

Stephen  Ashley  Fry  (FP).  LeBauer 
Healthcare.  945  Golf  House  Road. 
West,  Greensboro  27455 

Stephen  Clinton  Meyers  (FP),  Eagle 
Physicians  &  Assocs..  PA,  2800 
Battleground  Avenue,  Greensboro 
27408 

Iredell 

John  Anthony  Johnson  ().  Iredell  Oral 
&  Facial  Surgery.  156  Centre 
Church  Road,  Mooresville  281 17 

Jackson-Swain 

Mark  Allen  Engel  (FP),  PO  Box  1579. 
Bryson  City  28713 

Lee 

Tanveer  M.  Imam  (GE),  Mid  Carolina 
Gastroenterology,  110  Dennis 
Drive,  Sanford  27330 

Michelle  Garris  Roberson  (R),  620  Fair- 
way Drive,  Sanford  27330 

Lincoln 

Robert  Glen  Cooke,  III  (OBG),  206 
Gamble  Dr.,  Ste.  C.  Lincolnton 
28092 

Mecklenburg 

Andrew  Beloni  (DR).  2001  Vail  Ave.. 

Dept.   of  Radiology.   Charlotte 

28207 
Jennifer  Schwallie  Bryson  (PHYS. 

ASST.),   Charlotte   Orthopedic 

Spec.  PA.  156  Centre  Church  Rd.. 

Ste.102.  Mooresville  281 17 
Kathy    Raisbeck   Crump    (PHYS. 

ASST.).  1249  Willow  Oaks  Trail. 

Matthews  28105 


PhysVc^ 

For 

Locum  Tenens 

and 

Permanent 

Placements 

Consider  the  Benefits: 

•  BC/BE  Physicians 

•  Physician  owned  Company 

•  Pitysicianj  selectively 
matched  to  Practices 

•  Clinical  skills,  specialties 
and  personalities  all  taken 
into  consideration 

Contact: 

SMA  Physician 

Staffing  Inc. 

Office  (910)  692-5431 

Toll  Free       (888)  422-5348 
Fax  (910) 692-5623 

E-mail;  drom@niindspring.com 

"Specializing  in 
Primary  Care  Physicians 

in  the  Carol  in  as 
and  Surrounding  States  " 
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When 

regular 

eyeglasses 

no  longer 

help,  there 

are  other 

things  that 

will. 


CCTV 


There  are  services  and 
devices  that  can  help 
people  make  the  most  of 
the  vision  they  have. 
Call  for  a  free  booklet: 

1-877-LOW  VISION 

(1-877-569-8474) 

^^^^  National 
%2^  Institute 

NATIONAL  INSTITUTES  OF  HEAIIH 


Stephen  A.  Daugherty  (OPH).  Hoii 
zon  Eye  Care,  135  S.  Sharon  Amity 
Rd.  #100.  Charlotte  28211 

Ana  Cristina  Goncalves  Felix  (N).  802 
Water  VVheel  Ct.,  Charlotte  28209 

Jeremy  Alan  Gaines  (PHYS.  ASST,). 
10512  Park  Road.  Ste.  101.  Char- 
lotte 28210 

Thomas  Luke  Heil  (AN).  Southeast 
Anes. Consultants,  PA.  PO  Box 
36351,  Charlotte  28236 

Jeffrey  Brian  Martin  (PHYS.  ASST.). 
Charlotte  Ortho.  Specialists.  9203 
S.  Tryon  St.,  Charlotte  28273 

Samuel  Calderon  Sayson  (AN),  5710 
Providence  CC  Drive,  Charlotte 
28277 

Ann  Holland  Thomas  (PHYS.  ASST.), 
Southeast  Children' s  Urology,  1718 
E.  4th  St..  Suite  805.  Charlotte 
28207 

Millicent  Hope  Trevett  (OBG),  2413 
Old  Sterne  Rd.,  #916,  Charlotte 
28207 

Bernard  Velardo  (AN),  Southeast  Anes. 
Consultants,  1620  Scott  Avenue, 
Charlotte  28203 

Moore 

Mary  Thomas  Mandell  (P).  Moore 
Psychiatric  Services,  PA,  PO  Box 
2419,  Southern  Pines  28388 

New  Hanover-Pender 

Amy  Michele  Cohagan  (EM),  Eastern 
Carolina  Emerg.  Phys.,  3710  Ship- 
yard Boulevai'd,  Wilmington  28401 

John  Tsung-Long  Tseng  (EM),  East- 
em  Carolina  Emei'g.  Phys.,  3710 
Shipyard  Blvd.,  Wilmington  28403 

Michael  John  Varney  (IM),  Eastern 
Carolina  Emerg.  Phys..  3710  Ship- 
yard Boulevard.  Wilmington  28403 

Onslow 

Sean  Shiao-Fong  Hsu  (NS),  Neuro- 
surgery Consultants,  215  Station 
Street,  Jacksonville  28546 

Pitt 

Ira  Neil  Adler  (DR),  Eastern  Radiolo- 
gists, Inc.,  9  Doctor's  Park, 
Greenville  27834 

Melissa  Bruley  Duncan  (DR),  Eastern 


Radiologists,  Inc..  9  Doctor's  Park, 
Greenville  27834 

Nizar  Habal  (GS).  Physicians  East, 
905  Johns  Hopkins  Drive, 
Greenville  27834 

Brian  Scott  Kuszyk  (DR),  Eastern  Ra- 
diologists, Inc..  9  Doctor's  Park, 
Greenville  27834 
i  Gregory  Charles  Mitro  (RO),  Caro- 
lina Radiation  Medicine,  PA,  801 
W.  H.  Smith  Blvd.,  Greenville 
27834 

Joshua  Daniel  Steams  (STUDENT), 
3004-D  Mulberry  Ln.,  Greenville 
27858 

Sampson 

Paul  Matthew  Berger  (U),  Clinton 
Urological  Assocs.,  PA,  518 
Beamon  Street,  Clinton  28328 

Scotland 

Michael  Patrick  O'Donnell  (PD),  The 
Purcell  Clinic,  418  King  Street, 
Laurinburg  28352 

Transylvania 

Frederic  Fries  Bahnson,  III  (OTO), 
1 20  E.  Main  St.,  Suite  102,  Brevard 
28712 

Suzanne  Alisa  Hoekstra  (GS),  Hendel 
&  Rogers  Surgical  Assoc,  Medical 
ParkDrive,Bldg.#l,Brevard28712 

Wake 

Gregg  Philip  Allen  (FP),  3322  West 
End  Ave..  Ste.  500,  Nashville  TN 
37203 

Watauga 

Margaret  Kimbal  Sparks  (D),  240 
Highway  105  Ext.,  Ste.  203.  Boone 
28607 

Wilkes 

Ashton  Vishnu  Molai  (FP).  Clingman 
Medical  Center.  Inc.,  PO  Box  100, 
Ronda  28670 

Wilson 

Charles  James  Baio  (IM),  Wilson 
Medical  Associates,  PA,  200  Glen- 
dale  Drive,  Wilson  27895 
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Speaking  of  Medicine 


Doctors  as  Writers 

I  suspect  the  descriptive  processes  [doctors]  have  to  go 
through,  both  themselves  and  presumably  with  their 
patients,  are  extremely  good  verbal  training,  and  I  do 
not  think  it  is  an  accident  that  the  one  thing  the  medical 
profession  has  done,  apart  from  producing  doctors,  is 
to  produce  writers.  — Charles  Percy  Snow 

Medicine  and  writing  go  well  together,  they  shed  light 
on  each  other  and  both  do  better  by  going  hand  in 
hand.  A  doctor  possessed  of  the  writer's  art  will  be  the 
better  consoler  to  anyone  rolling  in  agony;  conversely, 
a  writer  who  understands  the  life  of  the  body,  its 
powers  and  its  pains,  its  fluids  and  functions,  its 
blessings  and  banes,  has  a  great  advantage  over  him 
who  knows  nothing  of  such  things, 

— Thomas  Mann 

A  medical  paper  should  be  like  a  lady's  dress — short 
enough  to  be  interesting  but  long  enough  to  cover  the 
subject.  — Anonymous 

Authorship  cannot  be  conferred;  it  may  be  undertaken 
by  one  who  will  shoulder  the  responsibility  that  goes 
with  it.  — Richard  M.  Hewitt 

You  never  use  the  word  'unique'  in  anything  that  you 
publish,  because  you  always  regret  it  later  on — there  is 
no  such  thing  as  unique. 

— Heinz  Edgar  Lehmann.  Gordon  E.  Hanrahan 

Why  did  you  start,  what  did  you  do,  what  answer  did 
you  get,  and  what  does  it  mean  anyway?  This  [seems 
to  me  to  be]  a  logical  order  for  a  scientific  paper. 

— Austin  Bradford  Hill 

The  prayer  of  the  scientist  if  he  prayed,  which  is  not 
likely:  Lord,  grant  that  my  discovery  may  increase 
knowledge  and  help  other  men.  Faihng  that.  Lord, 
grant  that  it  will  not  lead  to  man's  destruction.  Failing 
that.  Lord,  grant  that  my  article  in  Brain  be 
published  before  the  destruction  takes  place. 

— WalkerPercx 


Selections  from  "Medicine  in  Quotations,"  ACP-ASIM  Online: 
http://www.acponline.org/medquotes/index.html 
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protected  by  law  from  health  insurance  discrimination, 
and  the  analysis  cost  is  covered  by  insurance  companies. 
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clinical  significance  of  BRCA  status  in 
women  with  breast  cancer  abound.  We 
invite  you  to  learn  more.  Visit  us  at 
www.myriad.com,  or  call  1-800-469-7423. 
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What  can  a  map  tett^iiiti!!^       a  computer  system? 
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efficiently,  effectively,  and  profitably. 
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date  on  the  latest  insurance  filing 
requirements. 
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operating  system  in  the  world. 
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to  make  that  vision  work  for  you. 
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Letters  to  the  Editor 


NC  Med  J — Linking  Colleagues,  Patients, 
and  Professional  Ideals 

To  the  Editor: 

Whether  or  not  to  support  the  NC  Medical  Journal  is  a 
crucial  question  for  the  membership  of  the  NC  Medical 
Society.  The  answer  for  each  and  every  member  of  the  society 
depends  on  other  questions.  "Who  am  I?"  "Who  do  I  wish 
to  become?"  "How  do  I  wish  to  be  perceived?" 

How  do  these  questions  play  out  tor  you?  Are  vou  a  well- 
schooled  tradesman,  a  member  ot  the  guild?  That  is  an 
honorable  endeavor  and,  it  done  honesdy,  may  provide  a 
good  living.  For  you,  an  instrument  such  as  the  North 
Carolina  Medical  Journal  may  be  absolutely  useless.  Your 
nurse  can  fdl  in  software  templates  designed  by  someone  else; 
you  can  chck  on  other  software  for  a  hst  of  likely  diagnoses, 
ranked  according  to  the  answers  in  the  first  program;  you  can 
dispense  the  latest  nostrums  touted  by  the  charming  pharma- 
ceutical representative.  You  may  do  no  harm,  and  you  may 
occasionally  be  helpful.  You  can  then  go  home  to  your  spouse 
and  children  and  be  a  good  companion  and  a  good  parent. 
You  can  do  all  of  these  fine  things  without  the  Journal. 

If,  however,  your  medical  school  education  was  just  the 
beginning  of  a  journey  you  want  to  continue,  then  vou  need 
the  Journal.  If  you  find  that  learning  moves  you  to  new  %'istas, 
to  what  next  there  is  to  learn,  you  have  found  that  the  edge 
of  knowledge  can  be  a  scary  place.  We  need  connections  with 
colleagues  who  are  also  at  that  edge.  Other  journals,  the 
Internet,  other  tools  can  make  those  connections.  But  the 
North  Carolina  Medical  J oirnal  has  historically  been — and 
should  continue  to  be — an  important  link  with  the  col- 
leagues in  our  own  neighborhood.  That  neighborhood,  the 
state's  medical  community,  grows  steadily  larger  and  more 
complex.  The/o^rwa/ reaches  out  to  it  through  the  base  of  our 
Medical  Societ)'  and  speaks  volumes  about  who  we  are,  and 
how  we  want  to  be  perceived:  as  professionals,  doctors, 
teachers.  We  should  be  seen  as  constandy  striving  to  connect 
to  truth  in  place  of  conventional  wisdom,  to  connect  to  our 
patients,  and  to  our  own  souls.  The /ow^Tta/ should  represent 
the  heart  and  soul  of  the  NC  Medical  Society.  Each  of  us  will 
have  to  search  our  heart  and  soul  and  decide  whether  the 
absence  ot  the  Journal  would  represent  what  we  are  not. 

John  R.  Dykers,  Jr.,  MD 

PO  Box  565 

SUer  City,  NC  27344 

From  the  Editor:  See  the  Editorial  on  page  315. 


Never  Underestimate 
the  Capacity  for  Miscommunication 

To  the  Editor: 

Know  what  you  tell  your  patient,  AND  THEN,  more 
importantly,  know  what  your  patient  heard! 

Recently,  as  we  were  waiting  on  a  major  Raleigh  thor- 
oughfare for  a  stoplight  to  change,  a  car  pulled  up  beside  us. 
The  driver  appeared  to  be  about  a  65 -year-old,  white-haired 
woman.  Her  torso  was  hsting  to  the  right  at  about  a  45- 
degree  angle.  She  could  just  see  over  the  dashboard.  Her  left 
foot,  clad  in  an  orthopedic  shoe,  rested  on  top  of  the 
dashboard  to  the  left  of  the  steering  wheel. 

I'm  sure  that  her  physician  meant.  Keep  your  foot 
elevated  higher  than  your  heart  WHEN  PRACTICAL— 
not  whenever  possible! 

Bruce  B.  Blackmon,  MD 

PO  Box  8 

Buies  Creek,  NC  27506 

Alcohol  Missing  in  Discussions 
of  Domestic  Violence 

To  the  Editor: 

The  bulk  ot  the  September/October  issue  oi^e  Journal, 
deals  with  domestic  violence,  and  it  is  surprising  that  almost 
no  mention  is  made  of  the  effect  of  alcohol.  Although  one 
cannot  get  the  figures  on  this,  since  most  of  the  perpetrators 
of  the  violence  do  not  come  to  the  emergencv  room  and  thus 
cannot  be  checked  for  alcohol,  I  am  sure  that  about  80%  of 
all  domestic  violence,  including  homicides  and  infant  inju- 
ries, are  alcohol-related.  Only  one  article,  by  Gilliland, 
Spence,  and  Spence,  really  mentions  it. 

Eben  Alexander,  Jr.,  MD 

Department  ot  Neurosurgery 

Wake  Forest  Universit}-  Baptist  Medical  Center 

Winston-Salem,  NC  27157-1029 

History  of  Medicine  Articles — 
An  Important  Part  of  the  Journal 

TotheEditor: 

Dr.  Halperin's  article  on  Francis  Henry  Williams,  MD, 
"A  Completely  Efficient  Life"  [NC  Med  J  2000;61(4):199- 
202],  is  most  interesting.  A  beautiful  essav. 

The  histor}'  ot  medicine  is  something  we  all  need.  I  hope 
the  NCAiJ  can  continue  in  existence.  It  would  be  nice  to  have 
a  historical  article  in  ever)'  issue.  May  I  congratulate  you 
on  the  splendid  job  you  continue  to  do. 

H.  Max  Schiebel,  MD 

1020  Anderson  Street 

Durham,  NC  27705 


We  welcome  letters  from  our  readers.  You  can 
write  to  us  through  our  website,  too: 
www.ncmedicaljournal.com. 
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'^ow  Me  How  To  Optimize 
My  Medical  Equipment  Purchases/' 

^^And  ...  keep  me  on  the 
leading  edge  of  technology'* 

•  WE  SELL  NEW  EQUIPMENT 

U.S.  Medical.  Inc.  can  get  virtually  any  piece  of  equipment  from  any  medical 
manufacturer  in  the  US  —  with  fast  pricing  and  availability. 

7  •  WE  SELL  USED  EQUIPMENT 

U.S.  Medical  is  the  leading  reseller  of  quality  previously-owned,  reconditioned  medical 
equipment.  Access  to  devices  that  may  otherwise  not  be  cost-effective  to  own. 

^^Help  tne  save  money'* 

•  WE  BUY  OR  TRADE  YOUR  OLD  EQUIPMENT 

U.S.  Medical  wants  to  buy  your  used  and  under-used  equipment!  Turn  it  into 
CASH  depending  on  marketability,  age  &  condition. 

^^Mahe  financing  fast,, 
easy  and  convenient'* 


"iT.Cs^iS^ 


•  FIRST  USMED  GOLD  CARD 

First  USMed  Gold  Card™  gives  you  instant  access , 
to  revolving  financing  for  unlimited  purchasing  | 
power  —  buy  or  lease  new  and  previously- 
owned  medical  equipment,  supplies, 

office  equipment  and  furniture. 

^'^Keep  my  equipment 
operating  perfectly" 

•  1-RATE™ 

Save  money  with  1-RATE™,  our  simplified  repair  and 

preventive  maintenance  program  that  accurately 

categorizes  and  estimates  costs  for  typical  medical 

device  repairs,  parts  and  diagnosis  time. 


WORLDBRAND 


1-800-607-7455 

or  iviivw«U!$MeclieaLeoni 

The  Leading  Provider  of  IMew  and 
Reconditioned  Medical  Equipment 


SHHS  ^^ 
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EDITORIAL 


The  Votes:  In 

The  Results:  Good 

The  Work:  Still  Before  Us 


In  July  and  August,  as  most  of  you  know,  the  Medical  Society  conducted  a  mail 
survey  of  its  members  about  the  status  of  the  North  Carolina  Medical  Journal. 
This  survey  was  simple  and  turned  on  a  single  major  question:  "Should  the 
North  Carolina  Medical  Society  continue  to  publish  the  North  Carolina  Medical 
JoumaR''  The  responses  are  in  and  tabulated,  and  there  is  much  to  be  proud  of 
in  the  results. 

The  questionnaire  went  to  10,187  people;  3,098  usable  responses  were 
returned  by  the  August  18  deadline.  This  response  rate  of  over  30%  is  nearly 

three  times  larger  than  any  previous  response  rate  to  a  NC  Medical  Society  mail  survey.  We  are  deeply  gratified  that 
so  many  members  took  the  time  to  respond. 

This  response  rate  is  considered  to  be  an  excellent  one,  especially  since  this  was  not  a  random  survey  and  there 
was  no  foUow-up  contact  to  cajole  responses.  The  data  were  analyzed  by  Ruth  Monnig,  Director  of  Development, 
Information  &  Library  Sciences,  at  UNC-Chapel  HiU.  She  suggested  that  we  view  the  results  as  if  the  survey  were 
an  election:  Every  member  was  given  the  opportunity  to  participate,  and  failure  to  participate  cannot  be  construed  as 
either  a  positive  or  a  negative  vote. 

The  final  tally  showed  that  59.4%  of  respondents  voted  in  favor  of  continuing  publication  oixhtjoiirnal,  and  40.6% 
voted  against.  The  percentages  were  highly  consistent  across  ages  of  respondents,  geographical  locations,  and 
specialties.  Here  in  t\\e.  Journal o&ict  we  do  look  at  this  as  an  election,  and  as  the  participants  in  our  own  recent  national 
election  would  be  quick  to  point  out,  a  60/40  division  represents  an  unequivocal  victory.  We  are  pleased  that  so  many 
of  our  fellow  Society  members  elected  to  stand  in  our  corner. 

Another  item  in  the  survey  asked  about  how /owrwo/ publication  should  be  funded.  Nearly  three-quarters  of  those 
in  support  of  the /owrwa/ thought  that  a  portion  of  membership  dues  should — as  was  the  case  from  1939  to  1999 — 
underwrite  the  Journal.  That  is  not  a  tenable  option,  given  the  present  budget  constraints  faced  by  the  Society's  leaders. 
Therefore  we  have  to  fall  back  on  the  second  most  popular  option,  which  is  that  we  solicit  voluntary  contributions. 
The/o«rwfl/ needs  your  help,  today  as  in  the  past.  We  have  a  good  and  steady  flow  of  articles  germane  to  and  appropriate 
for  medical  practitioners  in  North  Carolina.  We  are  recording  and  preserving  the  history  of  medical  practice  in  this 
state  and  region.  We  are  encouraging  communication  and  response  by  students,  Society  members,  and  other  interested 
parties.  We  have  developed  a  new  and  highly  attractive  electronic  format,  muking  Journal  articles  available  to  a  world- 
wide audience  at  www.ncmedicaljournal.com. 

You  can  help  sustain  the  Jour?ial's  work  by  making  a  tax-deductible  contribution  in  the  name  of  the  Journal  to  the 
North  Carolina  Medical  Society  Foundation,  Box  27167,  Raleigh  27611.  Donated  funds  cannot  be  returned. 

A  number  of  Society  members  have  made  very  generous  contributions,  some  in  the  range  ot  $1,000  to  S10,000. 
Those  of  you  in  the  fortunate  position  to  make  contributions  of  this  magnitude  could  help  build  the  Journal  a  permanent 
financial  foundation.  But  we  are  most  thankful  for  contributions  of  any  size,  since  a  multitude  of  smaller  gifts  can 
achieve  the  same  end. 

Thanks  to  you  all,  for  your  support  past,  present,  and  yet  to  come. 

— Francis  A.  Neelon,  MD,  Editor 
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Running  the  Kumbers 


A  Periodic  Feature  to  Inform  North  Carolina  Physicians  and  Their  Patients 
About  Current  Topics  in  Health  Statistics 

PMA.Msc}]er,PhD,Uitor 


Improvina,  the  Completeness  md  /Iccwracy  of  Birth  Defects  SurveiMce  Dsitsi 

Our  last  column  described  how  the  North  Carolina  Birth  Defects  Monitoring  Program  (BDMP)  conducts  surveillance  of 
birth  defects  and  related  perinatal  outcomes.  These  data  are  important  for  monitoring  geographic  and  temporal  trends  in  birth 
defects,  for  improving  the  delivery  of  services  for  children  and  families,  for  evaluating  the  effectiveness  of  interventions,  and  for 
conducting  epidemiologic  studies. 

Specially  trained  BDMP  field  staff  collect  data  through  systematic  review  of  medical  records  and  linkage  of  databases 
such  as  hospital  discharge  data  and  vital  records.  This  comprehensive  approach  obtains  much  more  complete  and  accurate 
information  than  can  be  obtained  from  any  single  source.  This  is  illustrated  in  the  table  below,  which  compares  the  number  of 
cases  of  selected  defects  identified  through  the  BDMP  with  the  number  reported  on  the  birth  certificate  checkbox  section  for 
birth  defects.  As  shown,  the  percentage  of  cases  reported  on  birth  certificates  varies  considerably  by  type  of  defect.  Reporting 
completeness  on  the  birth  certificate  ranged  from  75%  for  anencephaly  to  12.5%  for  microcephaly.  Overall,  birth  certificate 
reporting  was  poor  and — with  the  exception  of  anencephaly  and  spina  bifida — was  50  %  or  less  for  all  defects  shown.  Similar 
under-reporting  on  birth  certificates  has  been  observed  in  other  states. 

Selected  Birth  Defects  Ascertained  Througli  tlie  Birth  Defects  Monitoring  Program 
Versus  Reported  on  the  Birth  Certificate,  North  Carolina  Resident  Live  Births,  1997 


Number 

Number  (%) 

identified  by 

reported  on 

Type  of  defect 

NCBDIVIP 

birth  certificate 

Anencephaly 

16 

12  (75.0) 

Spina  bifida 

56 

33  (58.9) 

Encephalocele 

13 

4  (30.8) 

Microcephaly 

64 

8  (12.5) 

Hydrocephalus 

137 

52  (38.0) 

Tracheoesophageal  fistula 

48 

22  (45.8) 

Orofacial  clefts 

164 

74  (45.1) 

Anorectal  stenosis/atresia 

55 

20  (36.4) 

Renal  agenesis 

40 

15  (37.5) 

Diaphragmatic  hernia 

32 

16  (50.0) 

Down  syndrome 

121 

44  (36.4) 

Trisomy  13 

14 

3  (21.4) 

Trisomy  18 

19 

9  (47.4) 

In  an  effort  to  obtain  more  complete  surveillance  data,  the  BDMP  monitors  birth  defects  diagnosed  in  live-born  infants 
up  to  one  year  old,  as  well  as  anomalies  identified  among  fetal  deaths.  Recently,  the  BDMP  has  begun  expanding  ascertainment 
of  neural  tube  defects  (NTDs)  to  include  pregnancy  terminations  and  stillbirths  less  than  20  weeks  gestation.  This  activity  is  part 
of  a  newly  implemented  Neural  Tube  Defect  Surveillance  and  Prevention  Program,  which  is  funded  by  the  CDC  Division  of  Birth 
Defects  and  Pediatric  Genetics.  This  expanded  system,  when  fully  in  place,  is  expected  to  double  the  number  of  NTDs  identified 
statewide,  greatly  aiding  efforts  by  the  Division  of  Public  Health,  and  organizations  such  as  the  March  of  Dimes,  to  design,  target, 
and  evaluate  the  effectiveness  of  folic  acid  promotion  activities  in  North  Carolina. 

For  more  information  contact  Dr.  Robert  Meyer  at  919/715-4476  or  robert.meyer@ncmail.net.  The  National  Birth 
Defects  Prevention  Network  web  site  (http://www.nbdpn.org)  also  has  information  and  links  to  related  sites. 

From  the  State  Center  for  Health  Statistics 

www.schs.state.nc.us/SCHS  [ 

North  Carolina  Department  of  Health  and  Human  Services 
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insurance 

when  we  began  providing  insurance  in  1872,  we  made  a  commitment 
to  know  our  customers  and  understand  their  needs. 

assurance 

In  1939,  we  introduced  the  first  sponsored  and  endorsed  Disability  Insurance  Program 

exclusively  lor  North  Carolina  physicians  and  continuously  sponsored  by 

the  Durham-Orange  County  Medical  Society  for  over  60  years! 

ASURA 

Asura  is  a  new  company  created  by  the  merger  ol 
CSC  (formerly  Crumpton  Company)  and  Associated  Insurers. 


Call  James  Crumpton  at 

800.672.1674  for  a  quote  ' 
or  an  Asura  Representative. 


Insurance,  Risk  and  Asset  Management 


Post  Office  Box  13941 
Research  Triangle  Park,  NC  27709 


Quote  Available  From: 

5  carriers  for  professional 
9  markets  for  disability  inc 


To    protect    your    reputation,    we 
take    every    claim    seriously. 

Even  the  most  absurd  claims  can  be 
damaging  if  they're  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more 
than  60  years  of  experience  in  medical 
liability  insurance  is  brought  to  bear  on  each 
and  every  claim,  no  matter  how  frivolous 
that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the 
way  to  the  United  States  Supreme  Court,  at 
no  additional  cost  to  policyholders.  Because 
you  can't  put  a  bandage  on  a  damaged 
reputation. 


^esri^ui 


Medical  Services 


©  2000  St.  Paul  Fire  and  Marine  Insurance  Company 
Coverages  underwritten  by  St.  Paul  Fire  and  Marine  Insurance 
Company  or  another  member  of  The  St.  Paul  Companies 

■www.stpaul.com 
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STATE      OF      THE      ART 

Lyme  Disease 

Pitfalls  In  Diagnosis 


John  A.  Crump,  MBChB,  DTM&H 


Lyme  disease  produces  a  great  deal  of  worry,  but  is  very 
uncommon  in  North  Carolina.  This  means  that  serological 
testing,  except  in  patients  who  have  had  tick  exposure  in  areas 
highly  endemic  for  Lyme  disease,  and  who  have  convincing 
clinical  features,  can  produce  misleading  results. 

Clinical 

Lyme  disease  is  a  highly  variable,  multi-system  infectious 
disease.  It  is  usually  transmitted  to  humans  by  the  bite  of  an 
infected  tick  vector.  Mother-to-infant  transmission  has  oc- 
casionally been  documented.^  Most  of  the  clinical  features 
of  Lyme  disease  were  described  in  European  patients  in  the 
early  1900s,'  but  only  in  the  mid-1970s  did  a  group  at  Yale, 
investigating  a  cluster  of  juvenile  arthritis'  in  New  England, 
tie  all  the  clinical  elements  together^  and  find  the  association 
with  a  novel,  tick-borne  microorganism  later  to  be  named 
Borrelia  burgdorferi?  It  is  now  known  that  spirochetes  of  the 
B.  burgdorferi  complex  cause  the  disease.  Three  genospecies 
have  been  recognized,  each  causing  disease  in  particular 
geographic  regions:  B.  burgdorferi  sensu  stricto  occurs  in 
North  America,  B.  garinii  in  Europe,''  and  B.  afxelii  in  Asia." 
Lyme  disease  has  a  variable  incubation  period,  after  which 
the  course  can  be  divided  into  stages.-  The  first  stage, 
localized  erythema  migrans,  occurs  days  to  weeks  after 
exposure.  This  is  followed  by  dissemination,  which  occurs 
weeks  to  months  after  exposure.  The  third,  and  final  stage  of 
persistent  infection  occurs  months  to  years  after  exposure. 
Manifestations  of  persistent  infection  can  involve  the  muscu- 
loskeletal (arthritis),  neurologic  (radicuHtis),  and  cardiovas- 
cular systems  (atrioventricular  block),  as  well  as  the  skin. 


Life  Cycie  of  Borrelia 

The  animal  reservoir  hosts  of  Lyme  disease  are  the  white- 
footed  mouse  {Peromysais  leiicopus)'   and  Norwegian  rats 


{Rattus  norvegkm)}  The  vectors  that  transmit  Lyme  disease 
are  "hard"  ticks  of  the  Ixodes  ricinus  complex  (/.  dammini,  I 
scapularis,  I.  pacificus,  I.  ricinus,  I.  persulcatus,  I.  dentatus)? 
The  vector  ticks  are  maintained  as  parasites  on  white-taUed 
deer. 

The  tick  develops  through  three  stages,  over  a  two-year 
life  span.-  Ticks  feed  in  late  summer  as  larvae  and  the  next 
year  as  nymphs  in  early  spring  and  as  adults  in  late  summer. 
The  larval  or  nymphal  ticks  are  so  small  they  may  go 
unnoticed  when  they  attach  to  humans;  transmission  of 
spirochetes  from  the  saUva  and  hemolymph  of  infected  ticks 
is  enhanced  when  tick  attachment  persists  for  24  hours  or 
more.'" 


Epidemiology  and  Prevention  of 
Lyme  Disease 

The  geographic  distribution  of  Lyme  disease  reflects  the 
particular  ecology  that  brings  humans  into  contact  with  the 
rodent-tick-deer  hfe  cycle.  In  the  US,  Lyme  disease  is  found 
in  the  Northeast,  North-Central,  and  West  Coast  regions, 
where  annual  incidence  figures  reach  very  high  levels.  In 
Connecticut,  for  example,  there  are  more  than  30  cases/ 
100,000  population  each  year."  Lyme  disease  is  rare  in  North 
Carohna  (the  reported  incidence  in  1998  was  <  1/100,000"), 
and  most  cases  are  imported.  The  disease  is  endemic  in  large 
tracts  of  the  Northern  Hemisphere,  but  it  appears  to  be  rare 
or  absent  from  the  Southern  Hemisphere.'^ 

Prevention  of  Lyme  disease  currently  involves  tick  avoid- 
ance. A  recombinant  vaccine  has  been  developed  against 
outer  surface  protein  A  of  B.  burgdoferiP-^^  It  appears  to 
offer  only  moderate  protection,  and  regular  booster  doses 
may  be  necessary.  The  Centers  for  Disease  Control  and 
Prevention  have  recendy  issued  guidehnes  for  the  use  of 
Lyme  disease  vaccine."  Prophylactic  antibiotic  treatment  of 
exposed  but  asymptomatic  patients  is  not  recommended.'" 


Dr.  Crump  is  a  Fellow  of  Medical  Microbiology  at  Duke  University  Medical  Center.  He  can  be  reached  at  Box  3879  DUMC,  Durham 
27705;  919/681-4482. 
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Laboratory  Diagnosis 

It  is  often  difficult  to  establish  a  diagnosis  of  Lyme  disease. 
A  careflil  consideration  of  the  clinical  picture,  supplemented 
by  serological  testing,  is  necessary.  Only  patients  with  a 
suggestive  clinical  syndrome  and  appropriate  exposure  his- 
tory should  be  tested. 

Enzyme-linked  immunosorbent  assay  (ELISA)  is  the 
serological  testing  method  most  commonly  used.  In  early 
disease,  the  sensitivity  (likelihood  that  an  infected  patient 
wUl  have  a  positive  test)  of  serum  assays  ranges  from  40-80%, 
but  rises  to  90-100%  in  late  disease.  Specificity  (likelihood 
that  an  uninfected  patient  will  have  a  negative  test)  ranges 
from  90-94%  in  early  disease  to  70-90%  in  late  disease.  There 
are  no  sensitivity  or  specificity  data  for  ELISA  assays  of 
cerebrospinal  fluid.  Indirect  immunofluorescence  assays  can, 
under  ideal  conditions,  achieve  sensitivity  and  specificity 
similar  to  ELISA,  but  they  are  subject  to  more  inter- 
laboratory  and  inter-test  variation,  so  these  tests  should  be 
limited  to  laboratories  with  large  test  volumes.''  Western 
blot  testing  is  used  to  confirm  indeterminate  and  positive 
ELISA  results. 

Culture  of  B.  burgdorferi  is  the  laboratory  gold  standard 
in  diagnosis,  but  it  is  only  available  in  reference  and  research 
laboratory  settings.  A  biopsy  (or,  less  ideally,  an  aspirate)  of 
the  leading  edge  of  an  erythema  migrans  lesion  gives  the  best 
yield.  The  specimen  is  cultured  on  special  Barbour-Stoenner- 
KeUy  medium  (BSK II)  at  34-37''C  in  the  dark  for  2-3  weeks. 
Cultures  are  examined  with  dark-field  microscopy  (or  silver 
impregnation  staining)  for  the  long,  narrow  spirochete. 
Species  identification  can  be  confirmed  by  immunofluores- 
cence.'' The  molecular  technique  of  polymerase  chain  reac- 
tion can  detect  B.  burgdorferi  DNA  in  blood,  cerebrospinal 
fluid,  joint  fluid,  and  tissue,  but  there  are  few  data  on  the 
reliability  of  the  test.''' 

Antibiotic  Susceptibility 

Because  B.  burgdorferi  is  not  routinely  cultured,  susceptibility 
testing  is  not  performed.  The  organism  is  generally  consid- 
ered susceptible  to  the  agents  recommended  as  first  line 
therapy  for  early  disease  (amoxicillin,  doxycycline)  and  late 
disease  (ceftriaxone). 

Recommendations 

Serological  testing  for  Lyme  disease  should  be  restricted  to 
patients  with  a  high  probability  (greater  than  20%)  of  having 
the  disease.  In  other  words,  testing  should  be  limited  to 
patients  with  convincing  symptoms  and  signs  (not  just 
arthralgia,  myalgia,  headache,  fatigue,  palpitations)  and  travel 
to  an  area  known  to  be  endemic  for  Lyme  disease.'**  A  patient 
who  has  never  left  North  Carolina  is  ver)'  unlikely  to  have 
Lyme  disease.  Testing  patients  with  low  probability  of 


disease  leads  to  an  unacceptable  rate  ot  talse-positive  results, 
in  accordance  with  Bayes'  theorum.'''  In  appropriate  cases,  a 
single  serum  sample  collected  two  weeks  after  disease  onset 
should  be  submitted  for  Lyme  serology.  This  may  be  ad- 
equate to  make  the  diagnosis,  but  a  second  sample  may  be 
needed  if  the  clinical  syndrome  suggests  Lyme  disease  but  the 
first  test  is  negative. 
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Osteoporosis  is  a  major  public  health  problem  in  this  coun- 
try. It  leads  to  approximately  1.5  million  fractures  every  year 
in  the  US,  which  cost  the  healthcare  system  about  14  billion 
dollars  a  year.''  In  North  Carolina  in  1997,  there  were  nearly 
13,000  hip  fractures,  which  cost  57  million  dollars.  Over  1 
miUion  North  CaroHna  women  and  men  older  than  50  are  at 
risk  for  developing  fractures  because  they  have  osteoporosis 
or  low  bone  density.^  Despite  the  high  prevalence  of  os- 
teoporosis, it  is  not  possible  to  properly  identify  individuals 
with  the  condition  using  clinical  risk  factors  alone. ■*  Effective 
diagnosis  of  osteoporosis  (and  monitoring  response  to  any 
treatment)  must  include  measurement  of  bone  mineral  den- 
sity (BMD).  BMD  is  usually  measured  by  dual  energy  x-ray 
absorptiometry  (DEXA),  a  non-invasive,  low-risk  test  that 
very  accurately  quantifies  mineral  density  of  spine  and  hip. 
Unfortunately,  most  patients  at  risk  for  osteoporosis  are  not 
being  properly  tested.'" 

NorthEast  Medical  Center  (NEMC),  a  community- 
based  hospital  located  in  Concord,  NC,  has  a  teaching 
affdiation  with  Duke  University  Medical  Center.  DEXA 
scanning  became  available  at  NEMC  in  October,  1996. 
Since  that  time,  information  on  patients  referred  for  DEXA 
scanning  has  been  maintained  in  a  database.  The  recorded 
data  include  population  variables  such  as  the  name  of  the 
referring  physician,  patient  characteristics,  and  the  type  of 
treatments  (if  any)  used  for  osteoporosis  before  and  after 
BMD  testing. 

We  performed  a  retrospective  analysis  of  the  database  to 
characterize  basehne  demographics  and  prior  treatment  of 
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patients  referred  for  BMD  testing  by  community  physicians, 
and  to  determine  the  influence  (if  any)  of  BMD  testing  on  the 
institution  of  specific  osteoporosis  treatments.  We  looked  at 
whether  or  not  there  was  difference  in  the  use  of  medications 
to  diminish  bone  resorption,  and  whether  or  not  there  was  a 
"favored"  therapy.  We  also  sought  to  examine  whether  the 
presence  of  certain  clinical  risk  factors  influenced  the  use  of 
therapy  after  DEXA. 


Methods 

BMD  of  the  spine  and  hip  were  measured  using  a  Hologic 
2000  axial  densitometer  according  to  standard  protocol. 
Quahty  of  the  measurements  was  assured  by  daily  measure- 
ment of  a  phantom  and  calibration  if  necessary'.  We  reviewed 
DEXA  reports  for  all  patients  scanned  between  October, 
1996,  and  July,  1997.  Reports  included  the  name  of  the 
referring  physician,  age  and  sex  of  patients,  bone  density  data 
and  statistical  comparison  of  patient  data  with  young  and 
age-matched  normative  controls.  DEXA  scans  were  catego- 
rized as  normal  or  abnormal  (osteopenic  or  osteoporotic) 
based  their  T  Score,  a  statistic  that  determines  the  magnitude 
of  the  difference  between  the  patient's  BMD  and  the  average 
for  race-  and  gender-matched  individuds  at  the  peak  of  bone 
densit}'.  The  calculation  uses  the  following  equation: 


T  score  : 


Patient  BMD  -Peak  BMD 
Standard  Deviation  of  Peak  BMD 


T  scores  that  are  greater  than  -1.0  are  considered  normal; 
those  between  -2.0  and  -2.5  are  considered  osteopenic; 
those  less  than  -2.5  are  considered  osteoporotic. 

Among  the  patients  referred  by  primary  care  physicians 
(not  endocrinologists  or  rheumatologists),  we  identified  220 
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Table  1.  Characteristics  of  134 

i  patients  with 

Table  2.  Therapy  in 

134  patients  before  and 

osteoporosis  or  osteopenia 

after  bone  density 

testing 

Average  age  (years) 

68.4±11.8* 

Treatment 

Before  DEXA 

After  DEXA 

Number  of  women 

1 26  (94%) 

Number  of  men 

8  (6%) 

Calcium 

58  (43%) 

105  (78%) 

Number  with  risk  factor 

Multivitamin 

28(21%) 

32  (23%) 

Hypogonadism 

122(91%) 

Vitamin  D 

22(16%) 

60  (45%) 

Previous  fracture 

38  (28%) 

Calcitonin 

9  (7%) 

31  (23%) 

Radiographic  abnormalities 

33  (25%) 

Hormone  replacement            47  (35%) 

64  (48%) 

Corticosteroid  use 

34  (25%) 

Alendronate 

4  (3%) 

51  (38%) 

Average  T  score 

AP  spine 

-2.33±1.08* 

Lateral  spine 

-2.92±1.1 

Total  hip 

-2.16±0.99 

"Standard  deviation 

who  had  osteopenia  or  osteoporosis  based  on  DEXA  criteria. 
A  total  of  132  clinical  charts  were  available  for  review  by  a 
physician  or  a  nurse  to  identiiy  relevant  features  ot  chnical 
history  and  medical  management.  We  recorded  each  patient's 
history  of  fractures,  radiologic  abnormalities  suggestive  of 
osteopenia  or  osteoporosis,  evidence  of  estrogen  or  testoster- 
one deficiency,  and  whether  there  was  significant  use  of 
systemic  corticosteroids.  We  noted  use  of  medications  such 
as  bisphosphonates,  calcitonin,  hormone  (estrogen  or  test- 
osterone) replacement  therapy,  calcium,  vitamin  D,or  mul- 
tivitamins before  and  after  the  DEXA  scan.  We  documented 
any  significant  change  in  therapy,  including  medication 
adjustments,  following  the  abnormal  DEXA  scan. 


The  number  of  patients  starting  each  new  therapy  after 
DEXA  was  analyzed  by  chi-square,  one  sample  test  to 
determine  whether  all  therapies  were  applied  equally.  Pro- 
portions of  hypogonadal  patients  on  specific  treatments 
before  and  after  DEXA  were  also  analyzed  using  chi-square 
test  of  a  3x2  table  to  test  whether  treatments  given  before  and 
after  DEXA  were  equally  and  independendy  distributed. 
Probability  (p)  values  less  than  0.05  were  considered  signifi- 
cant. 


Results 


I 


c 
0. 


30-39       40-49       50-59       60-69       70-79       80-89 

Age 

Figure.  Percent  of  patients  by  decade  of  age  who  underwent  DEXA 

testing  at  Northeast  Medical  Center  between  1996  and  1997. 


AU  429  DEXA  reports  generated  during  the 
specified  time  period  were  reviewed.  Almost 
half  of  the  referrals  for  DEXA  were  initiated  by 
internists,  and  the  rest  were  ordered  by  a  variety 
of  subspecialists,  including  endocrinologists, 
rheumatologists  and  gynecologists.  The  mean 
age  of  referred  patients  was  66.7  years  (range: 
17-91);  93.5%  of  patients  were  women  and 
6.5%  were  men.  Analysis  by  decade  of  hfe 
revealed  that  the  greatest  number  of  referred 
patients  were  between  70-79  years  old  (Figure). 
Seventy-nine  of  the  429  patients  (18%)  were 
found  to  have  no  significant  decrement  in  bone 
mass;  the  remaining  350  patients  (83%)  were 
reported  as  having  either  osteopenia  or  os- 
teoporosis. 

In  the  subgroup  of  220  patients  with  ab- 
normal DEXA  results  who  had  been  referred 
by  primary  care  physicians  (88%  of  whom  were 
internists),  134  were  available  for  review;  the 
analysis  is  based  on  this  group.  AH  134  patients 
were  osteopenic  or  osteoporotic  based  on  T 
scores  of  -2.0  or  less  on  scans  ot  the  antero- 
posterior spine,  lateral  spine,  or  hip.  The  aver 
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age  age  of  these  patients  was  68  years,  and  94%  were  women. 
The  vast  majority  (92%)  of  the  patients  were  hypogonadal; 
28%  had  a  clinically  apparent  fracture,  and  25%  had  another 
relevant  radiologic  abnormality  such  as  osteopenia  or  verte- 
bral compression;  25%  had  a  history  of  significant  glucocor- 
ticoid use  (Table  1).  Medication  use  before  and  after  DEXA, 
including  calcium,  vitamin  D  (alone  or  as  part  of  a  standard 
multivitamin),  hormone  replacement  therapy,  nasal  calcito- 
nin, or  oral  alendronate  are  shown  in  Table  2. 

After  the  abnormal  DEXA  results  were  obtained,  the 
referring  physicians  started  61%  of  patients  on  calcium;  only 
4%  were  started  on  multivitamins,  but  a  somewhat  surprising 
34%  were  started  on  vitamin  D  supplements.  As  shown  in 
Table  2,  most  patients  were  started  on  some  type  of  pharma- 
cologic therapy  after  DEXA  scanning  gave  abnormal  results. 
The  most  common  initial  treatment  in  this  group  of  pre- 
dominantly postmenopausal  women  was  alendronate,  and 
there  was  a  clear  statistical  difference  in  the 
number  of  patients  begun  on  alendronate  com- 
pared to  estrogen  or  testosterone  hormone 
replacement  therapy  (HRT)  or  calcitonin  (47 
vs  17  and  22  patients,  respectively;  p<0.01). 
Indeed,  in  hypogonadal  patients  on  no  pre- 
existing pharmacologic  therapy  before  DEXA, 
there  was  a  clear  trend  favoring  alendronate 
amongst  the  different  therapies  used  after 
DEXA.  We  looked  at  whether  the  underlying 
diagnosis  influenced  the  likelihood  ot  global  or 
specific  treatment  following  DEXA.  Use  of  all 
therapies  increased  after  DEXA,  but  the  num- 
bers of  patients  in  each  diagnostic  group  was 
too  small  for  any  meaningful  statistical  analysis 
(data  not  shown). 


Discussion 

Osteoporosis  is  a  common  and  debilitating  condition  that 
affects  many  North  Carolinians.  Recent  advances  in  diag- 
nostic and  therapeutic  strategies,  including  measurement  of 
BMD  and  use  of  anti-bone  resorptive  medications,  make  the 
condition  preventable  or  treatable,  but  despite  these  ad- 
vances, many  individuals  at  risk  of  osteoporosis  are  not 
evaluated  or  treated.  Because  of  this,  the  North  CaroUna 
Osteoporosis  Prevention  Task  Force  was  formed  in  1997.  In 
1999,  through  the  efforts  or  the  Task  Force  (and  the  Federal 
Bone  Mass  Measurement  Act  passed  by  Congress  in  July, 
1998),  the  NC  General  Assembly  passed  house  biU  314, 
which  requires  insurers  to  cover  bone  density  testing  for 
qualified  individuals.  Qualifying  criteria  include  estrogen 
deficiency  in  those  at  chnical  risk  of  osteoporosis,  radio- 
graphic osteopenia,  chronic  glucocorticoid  use  of  greater 
than  3  months  duration,  history  of  low-trauma  fractures, 
medical  conditions  known  to  cause  osteoporosis  (organ 


transplantation,  uncontrolled  hyperthyroidism.  Vitamin  D 
deficiency,  etc),  or  to  confirm  therapeutic  response  in  those 
on  osteoporosis  therapy. 

It  seems  reasonable  that  a  diagnosis  ot  osteoporosis  by 
bone  density  studies  would  lead  to  treatment,  but  this  issue 
has  been  studied  only  infrequently  to  date.  This  prompted  us 
to  examine  the  impact  of  DEXA  scan  results  on  treatment  for 
osteopenia  and  osteoporosis  in  a  community  hospital.  Our 
results  show  that  abnormal  BMD  by  DEXA  increased  the 
use  of  calcium,  vitamin  D  and  a  variety  ot  anti-resorptive 
therapies  in  the  studied  population.  Previous  reports  have 
primarily  evaluated  the  effect  of  DEXA  on  the  use  of  HRT 
or  behavioral  changes  in  women  with  low  bone  density. 
Phillipov  showed  that  Australian  women  were  more  likely  to 
begin  HRT  after  an  abnormal  DEXA.'  Rubin  showed  that 
menopausal  women  informed  about  low  BMD  were  more 
hkely  to  use  HRT  and  make  behavioral  modifications  to 
reduce  fracture  risk.'  (The  pre-DEXA  rate 
of  use  of  HRT  in  our  patients  is  similar  to 
those  reported  bv  Phillipov  and  Rubin). 
Jones  demonstrated  that  young  women 
with  demonstrated  osteopenia  (T  <-1.0) 
were  likely  to  increase  calcium  intake  and 
physical  activit)'  more  than  those  with 
normal  BMD.' 

We  were  surprised  that  relatively  few 
hypogonadal  patients  began  HRT  after  an 
abnormal  DEXA,  especially  compared  to 
the  large  number  who  started  alendronate. 
HRT  is  generally  considered  the  first  step 
in  treatment  of  h\'pogonadal  patients  with 
osteoporosis,  but  in  fact,  almost  twice  as 
many  previously  untreated  hypogonadal 
patients  began  alendronate  as  began  HRT 
after  DEXA  (41%  vs  22%).  This  may  reflect  a  perception  by 
the  primary  care  physicians  that  alendronate  is  more  effica- 
cious than  HRT,  or  a  reluctance  ot  the  physicians  or  patients 
to  use  HRT,  or  some  combination  of  these  factors.  Medical 
contraindications  to  hormone  therapy,  time  constraints  lim- 
iting adequate  discussion  about  HRT,  or  physician  or  patient 
concerns  about  long-term  side  effects  of  HRT  may  also  have 
contributed  to  its  relatively  low  rate  of  use.  It  is  probably  also 
important  that  our  observations  were  made  shordy  after  the 
introduction  of  DEXA  testing  in  this  community.  The 
average  age  of  individuals  undergoing  DEXA  has  fallen  over 
time,  and  the  use  of  osteoporosis  therapies  such  as  HRT  and 
selective  estrogen  receptor  modulators  (SERMs)  has  in- 
creased accordingly.  While  these  factors  may  influence  the 
current  rate  of  HRT  use,  our  results  suggest  that  it  is  not  the 
preferred  first-line  choice  of  osteoporosis  treatment  as  it 
should  be,  and  that  alendronate  is  used  perhaps  inappropri- 
ately to  treat  patients  who  should  receive  HRT. 

We  did  not  observe  any  glaring  differences  in  the  use  of 
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specific  medications  for  a  specific  diagnosis,  but  the  small 
number  of  patients  in  each  diagnostic  category  did  not  allow 
us  to  draw  firm  conclusions  about  this.  HRT  was  used 
(appropriately)  more  often  in  hypogonadal  patients,  al- 
though the  rate  of  use  after  DEXA  did  not  differ  between 
diagnoses.  This  is  emphasized  by  the  fact  that  only  32%  (8/ 
25)  of  hypogonadal  patients  on  glucocorticoids  started  HRT 
after  DEXA.  The  percentage  is  comparable  to  the  relatively 
low  rate  of  HRT  use  in  glucocorticoid- treated  patients  seen 
by  Buckley.'"  It  is  not  clear  why  HRT  is  used  so  infrequently 
in  these  patients,  but  it  may  be  a  reflection  of  "resistance"  to 
HRT  use  in  general,  as  outlined  previously. 

Perhaps  the  most  striking  finding  that  we  observed  was 
the  relatively  robust  use  of  some  pharmacological  treatment 
foUowing  DEXA  scanning  in  this  group  of  elderly  patients. 
Fully  two-thirds  of  patients  started  a  new  medication  for 
osteoporosis  after  scanning.  By  contrast,  the  rate  of  medica- 
tion introduction  (even  calcium!)  is  much  lower  after  hip 
fracture.  Bellantonio  found  that  54%  of  patients  took  cal- 
cium following  a  hip  fracture,  and  only  8%  took  anti- 
resorptive  therapy."  Kamel  found  that  only  3-5%  of  patients 
took  calcium  and  vitamin  D  foUowing  hip  fracture,  and  only 
2%  had  BMD  assessment.-^^  Similar  findings  have  been 
observed  in  the  United  Kingdom,  although  the  rate  of  anti- 
resorptive  use  after  vertebral  fracture  was  better  (39%)."  The 
reason  why  so  few  doctors  prescribe  medications  after  frac- 
tures is  unclear,  but  it  may  relate  to  the  advanced  age  of  many 
of  the  patients  and  the  presence  of  co-morbid  disorders  that 
prohibit  the  use  of  drugs.  In  any  case,  it  is  encouraging  that 
we  found  that  DEXA  scanning  itself  positively  Influences 
treatment. 

Our  findings,  although  intriguing,  are  limited  by  the  fact 
that  our  study  is  retrospective,  and  that  a  large  percentage  of 
the  charts  we  sought  were  not  available.  Since  we  looked  only 
at  the  charts  of  patients  who  did  indeed  have  osteopenia  or 
osteoporosis,  we  cannot  speak  about  the  misapplication  of 
medication  to  patients  in  whom  it  is  not  indicated.  Neverthe- 
less, a  very  large  proportion  of  the  charts  we  reviewed  showed 
that  patients  had  been  (appropriately)  treated  following 
DEXA.  Perhaps  only  physicians  who  were  likely  to  institute 
therapy  consented  to  chart  review,  thus  leading  us  to  overes- 
timate the  true  rate  of  post-DEXA  medication  use  in  the 
entire  population.  Still,  the  rate  of  medication  use  appears  to 
be  much  higher  than  that  observed  by  Bellantonio  after  hip 
fractures. 

Our  findings  suggest  that  when  BMD  testing  is  avail- 
able, it  will  be  used  and  that  physicians  are  quite  likely  to 
initiate  therapy  in  patients  found  to  have  osteopenia  or 
osteoporosis.  However,  we  found  preferential  use  of 
alendronate  over  HRT  when  hormone  replacement  should 
have  been  the  preferred  treatment.  Further  smdies  will  be 
needed  to  determine  that  patients  remain  compliant  with 
therapy,  and  to  assess  whether  the  short  and  long  term  risks 
for  tracture  are  reduced. 
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Recent  Changes  in  Vaccination  Guidelines 

An  Update  on  Vaccines  and  Target  Population  Initiatives 

Elizabeth  S.  Dodds,  PharmD,  BCPS,  D.  Byron  May,  PharmD,  BCPS,  and  Richard  H.  Drew,  PharmD,  MS,  BCPS 


Vaccines  are  considered  one  of  the  ten  greatest  public  health 
achievements  of  the  past  century,  credited  with  eradicating 
smallpox  and  producing  the  lowest  incidence  of  polio  in 
history.^'^  Today,  vaccination  rates  have  reached  an  all-time 
high,  and  the  incidence  of  the  21  diseases  for  which  vaccines 
are  currently  available  continues  to  decline. ^•■'  This  trend  is 
expected  to  continue  into  the  21"  century  as  a  direct  result  of 
new  vaccine  development  and  campaigns  to  reach  at-risk 
populations  that  are  not  currently  vaccinated.  Recent  re- 
search efforts  have  focused  on  vaccines  for  organisms  hke 
rotavirus  and  pneumococcus,  which  have  become  more 
significant  pathogens  with  the  eradication  of  other  devastat- 
ing diseases. 

Approximately  45,000  people  in  the  US  die  each  year 
from  comphcations  of  vaccine-preventable  illnesses.  Sur- 
prisingly, these  deaths  are  far  more  common  in  adults  than 
in  children.''''  The  at-risk  adult  population  gets  vaccinated  at 
rates  ranging  from  63%  for  influenza  to  43  %  for  pneumococ- 
cus, much  lower  than  rates  in  children.''  This  difference  is  the 
result  of  public  education  campaigns  promoting  childhood 
immunizations  and  school  policies  requiring  vaccination 
before  enrollment.  The  adult-child  disparity  has  led  to 
public-health  initiatives  aimed  at  adult  patients.'  In  this 
review  we  describe  recent  and  proposed  changes  in  guide- 
lines for  adult  and  child  immunization  (Appendix  1).  We 
also  review  programs  to  help  physicians  and  other  healthcare 
providers  attain  the  target  immunization  rates. 


Childhood  Immunization  Guidelines 
for  2000 

The  most  recent  guidelines  published  by  the  Advisory  Com- 
mittee on  Immunization  Practices  (ACIP)  differ  from  earlier 
versions.  Three  vaccines  (oral  polio,  cellular  pertussis,  and 


rotavirus)  and  one  excipient  (the  preservative  thimerosal) 
have  been  removed.'  We  discuss  each  in  turn. 

Oral  Polio  Vaccine.  PoUomyehtis  is  a  highly  contagious  dis- 
ease caused  by  the  poho  virus.  Although  it  is  often  asymp- 
tomatic, the  paralytic  form  of  the  disease  can  result  in  up  to 
10%  mortality.^  The  introduction  of  two  vaccines — an  oral, 
attenuated  live  virus  formulation  (the  Sabin  vaccine)  and  an 
injectable,  attenuated  virus  formulation  (the  Salk  vaccine) — 
eradicated  this  devastating  disease  from  the  western  hemi- 
sphere by  the  mid  19905.'  However,  a  rare  side  effect  of  the 
hve  virus  oral  vaccine  is  vaccine-associated  paralytic  poho- 
myehtis  (VAPP),  which  occurs  in  about  1  out  of  every 
750,000  children  getting  their  first  dose  of  oral  vaccine. 
VAPP  can  be  as  severe  as  wild-type  disease,'  and  can  occur 
in  both  recipients  of  the  vaccine  and  close  contacts.  From 
1980  to  1994,  40  cases  of  VAPP  were  reported  in  contacts  of 
oral  vaccine  recipients.'"  Immune  compromise  increases  the 
risk  to  recipients  and  contacts  3,000  fold." 

The  oral  vaccine  was  attractive  to  practitioners  and 
parents  alike  because  it  was  easy  to  administer  and  ehminated 
some  injections  from  the  pediatric  immunization  schedule. 
However,  the  risk  of  VAPP  raised  concern  about  using  it  as 
the  sole  agent  for  polio  immunization.  In  1997,  the  ACIP 
advocated  use  of  oral  vaccine  only  after  2  doses  of  the 
injectable  (Salk)  vaccine  because  the  risk  of  VAPP  out- 
weighed the  risk  of  poliovirus  infection.'  Implementation  of 
this  sequential  schedule  has  cut  the  incidence  of  VAPP  in 
half  (although  cases  do  still  occur). '^ 

Recent  fiirther  revisions  of  the  polio  vaccine  guidelines 
are  based  on  the  continually  decreasing  incidence  of  polio 
worldwide  and  eradication  of  the  disease  in  the  western 
hemisphere.  The  ACIP  now  believes  that  no  risk  of  VAPP 
is  justified,  and  has  removed  oral  polio  vaccine  completely 
from  ACIP  recommendations  for  2000."  However,  oral 
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polio  vaccine  still  should  be  used  in  three  situations:  (1)  to 
control  outbreaks  should  they  occur;  (2)  to  protect  previously 
unvaccinated  children  traveling  to  areas  where  polio  virus  is 
endemic;  and  (3)  to  immunize  children  whose  parents  refuse 
the  number  of  injections  now  required."  In  the  latter  case, 
injectable  vaccine  should  be  used  for  the  first  two  doses  and 
oral  vaccine  for  the  third  and  fourth  doses  (as  recommended 
in  the  1999  ACIP  Recommended  Childhood  Immunization 
Schedule)." 

Cellular  Pertussis  Vaccine.  Since  the  1940s,  it  has  been 
recommended  that  children  be  vaccinated  against  pertussis. 
As  with  polio,  there  are  two  formulations  of  the  vaccine.  A 
suspension  of  killed  Bordetella  pertmsh,  (the  whole-cell  vac- 
cine), has  been  the  traditional  preparation,  but  it  often 
induces  adverse  reactions  (fever,  prolonged  crying,  and  local 
reactions,  as  well  as  rare  instances  of  con- 
vulsions and  encephalopathy).  Newer,  acel- 
lular  vaccines  contain  pertussis  toxin  and 
one  or  more  additional  bacterial  compo- 
nent. They  provide  similar  efficacy,  but 
only  half  as  many  adverse  events.  As  with 
polio  vaccine,  safety  concerns  provided  the 
stimulus  for  the  revised  recommendations 
that  only  aceUular  pertussis  vaccines  be 
used.^ 

Recently,  a  fifth  dose  of  pertussis  vac- 
cine has  been  proposed  for  children  who 
have  received  their  fourth  dose  before  the 
age  of  5  years.  Currently,  only  one  formu- 
lation (Acel-Immune*)  is  approved  for  this 
booster  dose  when  aceUular  vaccine  was 
used  for  the  first  4  doses  of  the  series. 
However,  if  a  child  has  received  at  least  one 
dose  of  the  whole-cell  vaccine  as  part  of  the 
series,  any  aceUular  formulation  is  accept- 
able for  the  fifth,  booster  immunization. 

Pertussis  vaccine  is  routinely  combined 
with  diptheria  and  tetanus  in  a  single  injection.  The  most 
commonly  used  combination  (DtaP)  contains  aceUular  per- 
tussis and  can  be  used  safely.  AceUular  pertussis  vaccine  is 
also  available  in  combination  with  other  vaccines  such  as 
Haemophilus  influenzae^  type  b  (HiB).  Currently,  these  com- 
binations are  only  approved  for  the  fourth  dose  of  pertussis 
vaccination,  although  manufacturers  are  seeking  to  expand 
approval  to  the  first  three  doses.  Practitioners  should  consult 
the  Centers  for  Disease  Control  and  Prevention  (CDC) 
resources  (see  Appendix  2)  to  determine  the  current  status  of 
each  preparation  and  to  verify  whether  it  is  appropriate  to  use 
combination  products  for  doses  1-3  of  the  pertussis  series. 

Rotavirus.  Rotavirus-associated  gastroenteritis  is  a  relatively 
common  viral  infection  that  affects  up  to  80%  of  American 
chUdren  by  the  time  they  are  5  years  old.  In  this  country 


rotavirus  is  the  most  common  cause  of  diarrhea  and  dehydra- 
tion in  infants  and  young  children,  and  leads  to  about  55,000 
hospital  admissions  each  year.'''  World-wide,  rotavirus  in- 
fections lead  to  600,000  to  800,000  deaths  per  year.  The 
financial  burden  of  lost  days  of  work  and  school,  medica- 
tions, and  hospitaUzations  prompted  the  development  of  a 
vaccine  against  rotavirus. 

The  Rotashield'  vaccine,  developed  by  Wyeth-Ayerst, 
is  a  Uve  virus  vaccine,  first  marketed  in  August  1998.  How- 
ever, after  less  than  a  year  on  the  market,  the  American 
Academy  of  Pediatrics  recommended  that  use  of  the  vaccine 
be  suspended  because  of  reports  of  adverse  events.'^  The 
specific  concern  was  intussesception  of  the  bowel.  The 
vaccine  was  approved  on  the  condition  that  it  be  studied 
fiirther  because  5  cases  of  intussesception  were  reported  in 
clinical  trials  in  over  10,000  patients. '^  As  of  July  1999,  over 
1.5  miUion  doses  of  vaccine  had  been 
administered,  and  23  cases  of 
intussesception  were  reported  to  the 
Vaccine  Adverse  Events  Reporting  Sys- 
tem (VAERS).''  Intussesception  typi- 
cally occurs  within  4  weeks  of  vaccine 
administration,  usually  in  chUdren  un- 
der 4  years  old  (the  target  population 
tor  the  vaccine).  These  findings  led  the 
manufacturer  to  voluntarUy  withdraw 
the  vaccine  from  the  market  in  October 
1999.  Present  ACIP  recommendations 
do  not  caU  for  administration  of  rotavirus 
vaccine.-" 

Thimerosal.  This  mercury-containing 
compound  has  been  used  as  a  preserva- 
tive in  vaccines  since  the  1930s^'  to 
prevent  both  bacterial  and  fungal 
growth,  particularly  in  multi-use  vials. 
Vaccines  give  only  minimal  exposure  to 
mercury,  but  a  review  of  the  mercury 
content  of  aU  food  and  drug  products  found  the  potential  of 
exceeding  federal  guideUnes  for  methyl  mercury  exposure 
when  vaccines  are  given  in  the  first  6  months  of  life.*'  The 
American  Academy  of  Pediatrics  and  the  United  States 
PubUc  Health  Service  issued  a  joint  position  statement  in  July 
1999  caUing  for  removal  of  thiomerosal  from  aU  vaccine 
products."  In  October  1999,  the  ACIP  recommended  that 
thimerosal  be  removed  as  soon  as  possible.'''  It  is  important 
to  note  that  no  cases  of  mercury  toxicity  have  ever  been 
reported  in  chUdren  receiving  vaccines  under  previous  ACIP 
guidelines. 

Sbc  currendy  marketed  vaccines  (hepatitis  B,  diphtheria, 
pertussis,  tetanus,  HiB,  and  influenza)  may  contain  mercury, 
depending  on  the  manufacturer.  With  the  exception  of 
influenza  vaccine,  there  are  thimerosal-free  preparations  of 
aU  these  vaccines,  and  the  Food  and  Drug  Administration 
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(FDA)  is  committed  to  timely  review  of  all  new  thimerosal- 
free  preparations  developed.  Present  recommendations  call 
for  using  thimerosal-free  vaccines  when  possible;  older  for- 
mulations are  acceptable  if  there  are  no  alternatives.^^ 


Proposed  Changes  for  2001 

Pediatric  Pneumococcal  Vaccine.  Infection  with  Streptococcus 
pneumoniae  can  be  prevented  by  vaccination,  but  it  stiU  causes 
nearly  500,000  cases  of  pneumonia  annually.  Vaccination 
rates  have  been  suboptimal  despite  the  proven  safety  and 
efficacy  of  the  vaccine.-'  The  resultant  annual  costs  to  society 
total  $4  billion.'''  Furthermore,  since  wide-spread  use  of  HiB 
vaccine  began,  S.  pneumoniae  has  replaced  H. 
influenza  as  the  most  common  cause  of  men- 
ingitis in  children.-''  Previously,  pneumococcal 
vaccines  were  approved  for  use  only  in  children 
older  than  2  years. 

In  February  2000,  the  FDA  approved  the 
first  pneumococcal  vaccine  (Prevnar*)  recom- 
mended for  children  under  2  years  of  age.  In 
contrast  to  the  vaccine  previously  available  (for 
patients  more  than  2  years  old),  which  covered 
23  strains  of  S.  pneumoniae  with  a  single  dose, 
four  doses  of  Prevnar*  immunize  against  only 
7  of  the  most  commonly  encountered  strains. 

The  ACIP  issued  recommendations  re- 
garding the  use  of  the  pediatric  pneumococcal 
vaccine  in  1999.  Originally  it  was  suggested 
that  the  vaccine  be  given  to  all  children  under 
the  age  of  5.  This  was  changed,  however,  based 
on  pharmacoeconomic  data — the  first  time  in  history  that 
ACIP  recommendations  incorporated  financial  consider- 
ations.-* The  total  cost  tor  the  tour-dose  series  wUl  be  more 
than  $230.  The  revised  guidelines  advise  immunizing  only 
children  under  2  years  and  those  aged  2-5  at  high  risk  because 
of  immunocompromise  or  ethnic  factors.  In  general,  the  23- 
strain  vaccine  can  and  should  be  used  in  children  older  than 
2  years  of  age. 


Changes  in  Adult  Influenza  Guidelines 

About  20,000  Americans  die  of  influenza  each  year  despite 
the  availability  of  a  safe  and  effective  vaccine.  The  ACIP  has 
advocated  annual  vaccination  for  all  persons  65  years  old  and 
older  and  those  with  immunosuppressive  conditions.  How- 
ever, only  63%  of  the  eligible  population  was  vaccinated  in 
1997,  barely  meeting  the  national  target  goal  of  60%.''  In 
April  2000,  the  ACIP  revised  its  recommendations  in  hopes 
of  improving  vaccination  rates.  The  primary  changes  are  a 
decrease  in  the  target  age  of  patients  to  be  vaccinated  and  a 
delay  in  the  start  of  vaccination  because  of  difficulties  in 
producing  adequate  supplies  in  time  for  the  traditional 
September  start  date. 

Now,  everyone  50  years  old  and  older 
should  be  vaccinated.  Vaccination  campaigns 
■will  begin  in  mid-October,  allowing  manu- 
facturers to  deliver  supplies  to  all  areas  before 
the  start  of  the  vaccination  season.  However, 
for  the  2000-2001  flu  season,  manufacturing 
problems,  including  lower  than  predicted 
vaccine  yields,  have  further  delayed  the  start 
of  these  initiatives  until  mid-November.  Pa- 
tients at  high  risk  of  mortality  from  influenza 
should  be  vaccinated  as  soon  as  initial  sup- 
plies are  available. 


"Only  63%  of  the 

eligible  population 

was  vaccinated  in 

1997,  barely 

meeting  the  national 

target  goal  of  60%. 

In  April  2000,  the 
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vaccination  rates." 


Vaccination-Related  Initiatives 


Two-Dose  Hepatitis  Vaccine.  Previous  ACIP  recommenda- 
tions have  advocated  a  3-dose  regimen  ot  hepatitis  B  vaccine. 
In  September  1999,  Merck  received  FDA  approval  for  an 
alternative  regimen  of  2  doses  of  lOmcg  each  for  adolescents 
aged  11-15  years.  In  February  2000,  the  ACIP  included  this 
regimen  in  the  Vaccines  for  Children  Program.-'  The  new 
recommendations  are  for  two  lOmcg  doses  4-6  months 
apart,  rather  than  three  5mcg/doses.  Efficacy  data  show  both 
2-  and  3-dose  regimens  result  in  similar  antibody  titers  and 
rates  of  antibody  decline  over  time,  with  no  difference  in 
observed  side  effects.-''  ACIP  recommends  completion  of  the 
3-dose  series  for  any  adolescent  who  has  already  received  at 
least  the  first  5mcg  dose. 


Reporting  of  Adverse  Events.  Many  recent 
and  proposed  changes  in  the  ACIP  guide- 
lines are  based  on  incidents  that  occurred  after  vaccine 
preparations  had  been  marketed.  An  essential  part  ot  iden- 
tifying these  problems  is  VAERS.  VAERS  is  a  voluntary 
system  that  allows  health  professionals,  patients,  and  guard- 
ians to  anonymously  report  any  side  effects.  More  than 
12,000  reports  are  made  annually,  and  the  data  are  used  to 
target  areas  for  FDA  review  and  investigation.  The  primary 
purpose  of  the  VAERS  program  is  quick  identification  of 
adverse  effects  not  detected  during  pre-marketing  trials,  but 
the  data  are  also  used  to  detect  contaminated  vaccines.  It  is 
important  to  note  that  the  VAERS  data  cannot  determine 
causality;  the  reports  are  used  only  to  highlight  potential 
problems  and  to  prompt  further  FDA  investigation.  Infor- 
mation and  reporting  materials  may  be  obtained  from  the 
FDA,  which  oversees  the  program  in  combination  with  the 
CDC  (see  Appendbc  2). 

Vaccine  Administration  Initiatives.  The  success  of  vaccina- 
tion programs  in  the  US  can  be  attributed  in  part  to  their 
widespread  acceptance.  However,  vaccination  rates  are  still 
suboptimal  in  many  groups,  especially  those  of  lower  socio- 
economic classes,  and  among  African- Americans  and  His- 
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panics.  Traditional  vaccination  initiatives,  such  as  pre-school 
vaccination  requirements,  free  vaccination  clinics,  and  public 
health  education  campaigns,  have  done  httle  to  improve 
these  problems. 

Vaccination  trends  are  tracked  by  the  US  Department  of 
Health  and  Human  Services  and  the  Office  of  Disease 
Prevention  and  Health  Promotion  via  the  Healthy  People 
Initiative.  This  health  promotion  and  disease  prevention 
program,  begun  in  1979,  targets  28  specific  areas  including 
vaccination.  The  program  identifies  specific  populations  that 
fall  below  targeted  immunization  rates,  but  it  does  not 
address  ways  to  improve  adherence.  The  most  recent  initia- 
tive, called  Healthy  People  2010,  was  released  last  January  to 
give  a  progress  report  on  the  goals  of  Healthy  People  2000 
and  to  identify  targets  for  the  coming  decade.''  The  primary 
targets  are  adult  vaccination  and  the  disparity  in  vaccine  rates 
among  certain  racial  and  ethnic  groups. 

In  order  to  increase  adult  compliance  with  vaccination 
recommendations,  recent  initiatives  use  non-traditional  ways 
of  promoting  immunization.  The  CDC  has  issued  descrip- 
tions and  quality  standards  for  nontraditional  techniques 
such  as  the  use  ot  standing  orders  to  increase  the  rates  ot 
pneumococcal  and  influenza  vaccination  in  at-risk  patients, 
and  the  use  of  non-physician  health  care  providers  to  give 
vaccines.^  Sites  identified  as  targets  for  these  programs 
include  long-term  care  facihties,  correctional  institutions, 
home  health  agencies,  and  assisted  living  facihties.  Among 
the  purported  benefits  ot  these  programs  is  increased  patient 
acceptance  of  the  costs  of  vaccination.  It  is  often  less  expen- 
sive to  obtain  vaccines  at  non-traditional  locations  than  in  a 
physician's  office. 

The  growing  interest  in  using  non-physician  health  care 
professionals  was  prompted  in  part  by  the  report  of  a  hospital 
pharmacy-based  intervention  program  in  1998.'*  The  au- 
thors assessed  the  ehgibility  for  vaccination  of  patients  ad- 
mitted to  medicine  services.  They  found  that  nearly  30%  of 
the  447  screened  patients  were  ehgible  for  pneumococcal 
vaccination,  but  at  discharge  less  than  the  desired  60%  of 
eligible  patients  had  actually  been  vaccinated.  Recently, 
students  from  Campbell  University  and  the  Universit)'  of 
North  Carohna  Schools  of  Pharmacy  carried  out  a  similar 
screening  program  to  identify  candidates  for  pneumococcal 
vaccination  at  tour  medical  centers  throughout  North  Caro- 
lina. They  were  not  themselves  able  to  administer  the 
vaccines,  but  student  recommendations  led  to  a  21%  increase 
in  vaccination  ot  at-risk  patients.''' 

In  another  program  featuring  communit)'-based  immu- 
nization initiatives,  a  chain  of  pharmacies  in  Virginia  held 
immunization  chnics  3  days  per  week."'  Over  2  years,  more 
than  23,000  influenza  and  1,800  pneumococcal  vaccine 
doses  were  given.  Several  other  pharmacies  are  conducting 
similar  eftorts  with  positive  results. 

Non-physician  health  care  providers  are  being  recruited 
to  head  vaccination  programs  targeted  at  underserved  popu- 


lations. Pharmacists  have  been  specifically  identified  as 
vaccine  advocates  and  facilitators.  Thirty  states  currently 
allow  pharmacists  to  administer  vaccines,  although  not  all  yet 
have  pharmacists  giving  immunizations.  Other  health  care 
professionals  used  as  immunizers  include  nurse  practitioners, 
visiting  nurses,  and  members  of  the  National  Black  Nurses 
Association.  These  groups  are  aU  currently  involved  in  efforts 
to  increase  access  for  patients  underserved  by  traditional 
programs. 

Concerns  have  been  raised  about  the  liabihty  of  non- 
physician  health  care  practitioners  who  administer  vaccines. 
Professional  organizations  have  published  position  state- 
ments defining  individual  roles  in  vaccination  programs.  In 
addition,  several  of  these  groups  have  developed  educational 
programs  and  materials  to  ensure  candidate  identification 
and  proper  training  in  how  to  administer  vaccines.  The  CDC 
reviews  such  programs  and  approves  those  meeting  its  crite- 
ria. To  date,  the  only  non-physician  program  endorsed  by  the 
CDC  is  the  American  Pharmaceutical  Association's  (APhA) 
Pharmacy-Based  Immunization  Delivery  Program.  This 
educational  program  combines  prepared  written  course  work 
and  hands-on,  hve  sessions  to  teach  vaccination  techniques. 
The  CDC  is  in  the  process  of  preparing  standards  for  similar 
programs  that  want  endorsement. 


Conclusions 

Recendy,  several  changes  have  been  made  to  recommenda- 
tions regarding  immunization.  Some  of  these  new  recom- 
mendations, such  as  the  withdrawal  ot  rotavirus  and  oral 
poho  vaccines,  will  have  a  direct  impact  on  practitioners  and 
patients,  whereas  removal  of  the  preservative  thimerosal  and 
the  whole-cell  pertussis  vaccine  will  not  greatly  change 
practice.  In  the  coming  year,  more  people  than  ever  will  be 
more  than  50  years  old,  and  thus  candidates  for  the  influenza 
vaccine.  All  children  under  2  years  of  age  will  ehgible  for 
vaccination  against  S.  pneumoniae.  The  goals  of  Healthy 
People  2010  will  raise  the  bar  for  immunization  rates  even 
higher  than  previous  targets.  The  impact  ot  these  modifica- 
tions on  vaccine-preventable  diseases  will  be  closely  tracked 
and  evaluated.  Continued  efforts  of  health  care  professionals 
in  all  disciphnes  will  help  us  meet  the  recommended  targets. 
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Appendix  1. 

Summary  of  updated  recommendations  for  vaccination 

Vaccine 

Old  Recommendations 

New  Recommendations 

Polio  vaccine 

4-dose  schedule;  oral 

4  doses  of  injectable  vaccine,  unless 

vaccine  may  be  used  for 

-  outbreaks  occur 

the  3^^  and  4'^  doses 

-  children  traveling  to  endemic 
area  in  <6  months 

-  parents  refuse  number  of  injec- 
tions required 

Pertussis  vaccine 

4-dose  schedule;  whole  or 

Consider  5'^  booster  dose;  only  acellu- 

acellular formulation 

lar  vaccine  to  be  used 

acceptable 

Rotavirus  vaccine 

Added  to  1999  vaccine 

Removed  from  market  and  ACIP 

schedule 

recommendations 

Thimerosal 

Allowed 

Must  be  removed  from  all  vaccines; 

preservatives 

thimerosal-free  preparations  to  be 
used  where  available 

Pediatric 

Available  formulation 

4-dose  schedule;  should  be  given  to 

pneumococcal 

only  approved  for  patients 

all  children  <2  years  and  high-risk 

vaccine 

>2  years  old 

children  aged  2-5  years 

Hepatitis  vaccine 

3-dose  series;  5mcg/dose 

2-dose  series  (lOmcg/dose)  approved 

for  children;  1 0  meg/dose  for 

for  adolescents  aged  11-15  years 

adults 

Influenza  vaccine 

Annual  vaccine  for  those 

Annual  vaccine  for  those  >  50  years  old 

>65  years  old  and  high- 

and  high-risk  patients;  vaccine  initia- 

risk patients;  vaccine 

tives  begin  in  mid-October* 

initiatives  begin  in  mid- 

September 

*mid-November  for  2000-2001  vaccine  season 
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Appendix  2. 

Web-based  vaccine  information  resources 

httpAwww.cdc.gov 

Centers  for  Disease  Control  and  Prevention 

Morbidity  and  Mortality  Weekly  Report 
ACIP  Guidelines 
CDC  Prevention  Guidelines 
National  Vaccine  Program  Office 

httpAwww.immunize.org 

Immunization  Action  Coalition 

Vaccine  information  statements  for  health  care 

providers  and  patients 
Free  print  materials 

httpAwww.niaid. nih.gov 

National  Institute  of  Allergy  and  Infectious  Diseases 

The  Jordan  Report-  an  initiative  to  promote 

development  of  new  vaccines 
Information  about  ongoing  vaccine  research 

httpAwww.health.gov 

Full  text  of  Healthy  People  2010 

httpAwww.vaers.org 

Vaccine  Adverse  Events  Reporting  System 

Program  information  and  reporting  materials 

httpAwww.fda.gov 

US  Food  and  Drug  Administration 

REMINDER: 

The  146th 

North  Carolina  Medical  Society 

Annual  Meeting 

and  the  77th  NCMS  Alliance  Meeting 

November  9-12,  2000 

Grandover  Resort  &  Conference  Center 

Greensboro,  North  Carolina 
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Preventing  Childhood  Poisoning 

An  Intervention  in  a  Family  Medicine  Residency  Program 

Suzanne  E.  Eaton-Jones,  MD,  Karl  B.  Fields,  MD,  Teresa  Rasco,  and  Ola  Kunle  B.  AkintemI,  MD 


Even  after  three  decades  of  public  health  efforts,  accidental 
poisoning  still  causes  a  significant  number  of  hospitalizations 
and  medical  visits  for  children.  In  1998,  children  younger 
than  three  accounted  for  40%  of  poisonings,  and  the  age 
group  under  six  accounted  for  53%  of  poisonings  (including 
2%  of  toxin  fatalities).  A  total  of  1,181,006  million  children 
under  six  were  poisoned,  99.5%  of  them  unintentionally.' 

In  1998,  Kistler  et  al  surveyed  patients  attending  a  family 
medicine  residency  program  about  childhood  poisoning.- 
The  results  were  worrisome.  They  found  that  23%  of  families 
had  experienced  an  accidental  poisoning,  but  17%  of  families 
stored  medications  so  that  they  were  accessible  to  children, 
and  31%  stored  cleaners  and  30%  stored  cosmetics  that  were 
accessible.  Only  one-fourth  ot  Kistler's  respondents  recalled 
having  a  doctor  speak  to  them  about  poison  prevention. 
And,  although  the  American  Academy  of  Pediatrics  recom- 
mends that  all  households  with  children  have  one  ounce  of 
syrup  of  ipecac  available  to  administer  in  case  of  accidental 
poison  ingestion,  only  33%  had  ipecac  at  home.^ 

Kistler  et  al  concluded  that  resident  physicians 
should  do  a  better  job  ot  educating  parents  and  caretakers 
about  poisoning  prevention.  That  recommendation  led  us  to 
institute  an  educational  intervention  for  Family  Practice 
residents.  We  hoped  to  increase  residents'  knowledge  of 
strategies  used  to  prevent  poisoning  and  to  stimulate  them  to 
discuss  poisoning  with  patients,  thereby  increasing  patients' 
knowledge  ot  those  strategies. 


Methods 

We  used  the  same  site  used  by  Kistler — a  community  Family 
Practice  Center  (FPC)  with  Area  Health  Education  Center 
and  university  affrliations.  As  in  the  Kistler  study,  the  demo- 
graphic characteristics  of  our  population  were  more  typical  of 
a  teaching  program  than  of  its  metropohtan  environs.  The 
majorit)'  of  participants  were  young,  female,  and  Medicaid 
recipients. 

The  intervention  involved  a  lecture  to  the  residents, 
followed  by  a  test  on  the  core  principles  of  poison  prevention. 
We  also  announced  that  tree  samples  ot  ipecac  were  available 
in  the  FPC  for  distribution  to  patients  who  made  visits  for 
well  child  checks  (WCCs).  Immediately  after  the  required 
one-hour  lecture,  residents  were  tested  on  their  awareness  ot 
the  following:  (1)  substances  that  are  considered  household 
poisons  (household  cleansers,  pharmaceuticals,  chemicals, 
cosmetics,  plants,  pesticides,  hydrocarbons,  alcohol,  paint 
gases  and  fertilizers);  (2)  proper  use  of  the  regional  poison 
control  center  (PCC),  the  best  information  resource  for 
accidental  poisonings;  (3)  the  need  for  caretakers  of  young 
children  to  have  ipecac  at  home;  and  (4)  the  four  principles 
of  safe  storage  of  hazardous  items  (keep  items  in  their 
original  containers,  use  chUd  proof  containers,  keep  items 
locked  up,  and  keep  items  out  of  reach). ''""■'  Residents  who 
did  not  correcdy  answer  all  questions  were  given  individual 
education;  thereafter,  notices  were  posted  reminding  resi- 
dents that  ipecac  samples  were  available  for  distribution 


Dr.  Eaton-Jones  practices  medicine  at  the  Lillington  Family  Medical  Center  in  Lillington,  NC.  Dr.  Fields,  Ms.  Rasco,  and  Dr.  Akintemi 
are  all  at  Moses  Cone  Health  System  in  Greensboro,  as,  respectively,  director  of  the  Family  Medicine  Residency  Program,  research 
associate  of  the  Family  Medicine  Residency  Program,  and  associate  professor  in  the  Pediatric  Teaching  Service.  All  three  are  affiliated 
with  the  Greensboro  Area  Health  Education  Center.  Dr.  Fields  and  Dr.  Akintemi  are  also  affiliated  with  the  UNC-Chapel  Hill  School 
of  Medicine,  in  the  Departments  of  Family  Medicine  and  Pediatrics,  respectively.  Address  correspondence  to  Dr.  Fields  c/o  the  Family 
Medicine  Residency  Program,  Moses  Cone  Health  System,  1 125  N.  Church  St.,  Greensboro  27401-1007. 
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during  WCCs  of  patients  aged  six  months  to  five  years. 
Three  months  after  the  educational  intervention,  we  admin- 
istered the  survey  used  by  Kistler  et  al  to  see  if  the  lecture  and 
test  had  affected  residents'  counseling  behaviors  and,  conse- 
quendy,  caretakers'  practice  and  knowledge. 

A  total  of  109  parents  or  primary  caretakers  of  children 
under  the  age  of  six  who  were  patients  at  the  FPC  were 
eligible  for  the  study.  Eight  of  the  109  eligible  families  were 
excluded  because  they  saw  the  doctor  before  the  survey  could 
be  completed  or  because  the  caretaker  could  not  speak 
English.  The  remaining  101  caretakers  were  interviewed  at 
the  end  of  the  three  month  intervention  period,  at  a  sched- 
uled appointment,  but  before  they  saw  the  doctor.  Partici- 
pants were  asked  about  storage  of  various  poisons,  about  their 
experience  with  and  knowledge  of  what  to  do  in  the  case  of 
accidental  poisonings,  and  about  whether  a  doctor  at  the 
FPC  had  ever  talked  to  them  about  poison-proofmg  their 
home.  Responses  were  divided  into  two 
categories,  depending  on  whether  or  not 
the  respondent  had  had  a  WCC  visit  (and 
an  opportunity  to  receive  poison  prevention 
guidance)  during  the  intervention  period. 
The  statistical  methods  used  to  analyze  the 
data  were  chi-square  and  Fisher's  exact  test. 


Results 


Sixty-two  of  the  101  respondents  (61%) 
had  had  a  WCC  during  the  three-month 
intervention  period.  Of  these,  48%  kept 
syrup  of  ipecac  at  home,  compared  to  only 
31%  of  those  who  had  not  had  a  WCC— 
and  thus  had  not  been  offered  ipecac  (p  = 
.061);  only  31%  of  those  who  had  had  a 
WCC  %  recalled  a  doctor  talking  to  them 
about  poisoning  prevention,  compared  with 
28%  of  those  who  had  not  had  a  WCC.  In 
both  this  study  and  Kistler's,  more  than  90%  of  respondents 
kept  cosmetics,  cleaners  and  medicines  in  the  original  con- 
tainers, and  over  80%  reported  keeping  medicines  out  of 
reach  of  children.  Of  concern,  23%  of  respondents  said  they 
would  use  ipecac  without  first  consulting  a  health  care 
professional. 

When  asked  what  they  would  do  if  a  child  in  their  care 
swallowed  a  poison,  47%  of  caretakers  said  they  would  call  a 
PCC;  37%  would  call  a  doctor,  hospital,  or  911;  5%  would 
go  to  an  emergency  department  or  urgent  care  center;  2% 
would  induce  vomiting;  and  9%  didn't  know  or  had  other 
responses.  Kisder  found  that  50%  would  call  a  PCC;  27% 
would  call  a  doctor,  hospital  or  9 1 1 ;  1 3%  would  take  the  child 
to  an  emergency  department,  hospital  or  doctor's  office;  8% 
would  take  some  kind  of  action,  including  induce  vomiting; 
and  3%  were  unsure  how  they  would  respond. 


Discussion 

The  educational  intervention  appeared  to  increase  the  rate  of 
ipecac  possession  in  the  household,  but  the  48%  possession 
rate  in  the  group  that  had  a  WCC  during  the  intervention 
period  did  not  quite  reach  statistical  significance  compared  to 
the  control  group,  although  it  is  higher  than  the  national 
possession  rate  of  26%.  The  increase  we  obser\'ed  was  less 
than  that  reported  for  similar  interventions  with  emergency 
care  patients  in  which  ipecac  possession  rose  from  42%  to 
68%"  and  from  47%  to  94%  when  patients  had  actually  been 
poisoned."  These  trends  all  point  in  the  same  direction,  but 
the  higher  rate  of  ipecac  availability  in  emergency  depart- 
ment studies  may  represent  different  demographics,  regional 
norms  or,  very  possibly,  subjects  having  direct  experience 
with  a  child's  poison  ingestion.  The  emergency  department 
studies  reporting  increased  ipecac  use  gave  free  samples,  as 
we  did.  A  mailing  of  coupons  for  ipecac 
carried  out  by  a  poison  control  center 
showed  no  significant  change  in  the  per- 
centage of  households  with  ipecac.  *  There 
is  controversy  as  to  how  aggressively  pub- 
lic health  policy  should  encourage  house- 
holds to  have  ipecac,  but  current  efforts 
leave  room  for  improvement.  Most  medi- 
cal groups  continue  to  advise  using  ipecac 
to  reduce  the  amount  of  time  a  poison  is 
in  the  body. 

From  the  standpoint  of  patient  edu- 
cation, our  results  were  disappointing. 
Even  after  a  targeted  inten,'ention,  rela- 
tively few  caretakers  remembered  talking 
to  a  physician  about  poisoning.  The  fact 
that  reported  possession  of  ipecac  did 
increase  suggests  that  residents  at  least 
mentioned  poisoning  prevention  in  their 
encounters;  perhaps  their  advice  was  not 
comprehensive  enough  or  was  given  in  a 
way  that  left  no  lasting  impact.  We  had  hoped  that  an 
educational  intervention  woidd  increase  the  amount  of  time 
residents  devoted  to  poisoning  prevention  education,  but  the 
literature  suggests  that  such  efforts  have  a  less  direct  effect  on 
injury  prevention  than  passive  inter\'entions  such  as  child- 
proof closures,  strip  packaging,  or  reducing  the  concentra- 
tion of  caustic  substances  in  household  products."  Indeed,  a 
recent  Policy  Statement  by  the  American  Academy  of  Pedi- 
atrics' Committee  on  Injury  Poison  Prevention  declares  that 
behavioral  research  is  needed  to  improve  patient  education 
methods  because  "education  is  essential  even  when  the  focus 
is  on  passive  prevention. "'°  A  recent  meta-analysis  supported 
including  injury  prevention  counseling  during  WCCs,  but 
the  authors  acknowledged  that  the  long-term  benefits  of 
counseling  have  not  been  documented." 


"We  had  hoped  that 

an  educational 

intervention  would 
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Another  recent  article  found  that  family  physicians  telt 
less  comfortable  providing  guidance  on  poisoning  preven- 
tion than  did  their  pediatric  colleagues.  Interestingly,  in  this 
study,  education  about  poisoning  prevention  did  not  appear 
to  affect  the  beha\'ior  of  residents,  but  postgraduate  courses 
in  the  topic  did.  However,  this  type  of  research  reports  only 
the  physician's  perspective,  and  does  not  indicate  that  pa- 
tients received  poisoning  education.' 

Finallv,  the  fact  that  only  47%  ot  our  respondents  said 
they  would  call  a  PCC  if  their  child  had  swallowed  a  poison 
confirms  reports  of  the  public's  limited  understanding  of  the 
role  of  PCCs. --"■''  The  time  lost  by  contacting  a  PCC  through 
a  hospital  or  doctor's  office,  or  in  transporting  a  child  to 
medical  treatment  delays  therapy  and  may  increase  costs. 
Clearly,  more  effort  needs  to  be  spent  in  educating  the  public 
about  the  role  and  use  of  PCCs.  A  key  aspect  ot  poison 
prevention  education  may  be  repetition  of  the  basic  prin- 
ciples. 


Conclusion 

Childhood  poisoning  is  a  significant  cause  oi  morbidity  and 
mortalit}'.  Therefore,  doctors  need  to  be  aware  of  strategies 
to  prevent  poisoning  and  of  ways  to  provide  anticipatory 
guidance  to  patients.  The  literature  suggests  that  we  encour- 
age research  that  will  delineate  the  most  effective  ways  of 
educating  caretakers  about  poison-proofing  homes  and  about 
how  to  use  the  local  PCC.  To  date,  the  greatest  success  has 
come  from  passive  strategies,  such  as  placing  child-proof 
caps  on  medications.  Educational  efforts  bv  doctors  have  had 
limited  success;  this  may  mean  that  they  require  coordina- 
tion with  public  media  campaigns  if  they  are  to  influence 
caretakers  about  poison  prevention  and  treatment.  Without 
these  additional  strategies,  it  is  unlikely  that  we  will  see  a 
decrease  in  the  number  of  accidental  ingestions  suffered  by 
children  in  this  country. 
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GENERAL  SURGEON 

NaphCare,  Inc.,  a  leading  provider  of 
correctional  healthcare,  is  looking  for  a 
general  surgeon  in  the  Raleigh  area. 
Responsibilities  to  include  holding  clinics, 
performing  minor  surgical  procedures  two 
days  a  week  and  all  follow  up  for  surgical 
patients  at  Central  Prison  Hospital  and  North 
Carolina  Correctional  Institute  for  Women. 
Current  North  Carolina  medical  Hcense  and 
Board  Certification  in  Surgery  required.  This 
position  is  full-time  (40  hours/week)  and  pays 
benefits  with  a  salary  of  $120K  with  an 
additional  $50K  in  incentives.  If  you  are 
interested  in  joining  our  winning  team,  fax 
your  qualifications  to  205-458-8590  or  mail  to 
950  22nd  Street  N.,  Suite  825,  Birmingham,  AL 
35203.  1(800)834-2420.      EOE 
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What  is  the  Physician  Assistant 
Advantage? 


Just  ask 
Dr.  Jonathan  Mark. 

BETTER  PATIENT  CARE 


"We  evaluate  as  many  as  30  patients  each  day, 
including  many  high-risk  patients  scheduled  for 
cardiac  and  major  vascular  operations.  Our  three 
Physician  Assistants  give  them  comprehensive  pre- 
operative medical  evaluations,  taking  medical  his- 
tories, performing  focused  physical  exams,  order- 
ing laboratory  tests  and  medications.  Their 

value  to  our  system  and  patients  ex- 
tends far  beyond  thiese  standard 

medical  activities.  They  truly  coordinate 
perioperative  medical  care  in  the  Short  Stay  Unit, 
working  closely  with  the  whole  spectrum  of  staff. 
When  patients  require  more  complicated  evalua- 
tion, our  Physician  Assistants  arrange  testing  and 

consultation  They  provide  an  important 
bridge  of  medical  communication  to 

our  physician  anesthesiologists  and  nurse  anesthe- 
tists who  will  be  caring  for  these  patients  in  the 
operating  rooms  and  intensive  care  units." 

On  these  pages:  Jonathan  B.  Mark,  MD, 

Chief  of  Anesthesiology,  and 

Delmer  "Bud"  Shelton,  PA-C, 

VA  Medical  Center,  Durham,  NC 


( 


MORE  TIME 

'Theaddition  of  Physician  Assistants 
to  our  medical  practice  has  been  a  huge 
asset.  They  provide  clinic-based  patients 
a  preoperative  medical  evaluation  that 
is  efficient  and  comprehensive,  not 
"squeezed  in"  by  anesthesia  profession- 
als rushing  between  operating  room 

cases  The  advantages  are 
clear:  more  time  to  answer 
patients'  questions  and 
more  time  to  identify  and 
treat  important  medical 
problems  prior  to  surgery." 
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COST- 
EFFECTIVENESS 

"Our  Physician  Assistants 
have  helped  make  this  clinical 
care  unit  a  model  for  our 
medical  center.  They  allow 

US  to  maintain  a  more 
cost-effective  staffing 
model  in  a  challenging 
health  care  environ- 
ment. They  are  truly 
our  medical  partners, 

helping  our  anesthesiologists 
and  other  physicians  to  care  for 
our  patients." 


"Incorporating  Physician  As- 
sistants into  our  group  has  pro- 
vided extraordinary  opportuni- 
ties for  us  to  improve  the  scope 
and  quality  of  the  medical  care 

we  deliver,  with  patients  in  the  OR,  ICU, 
and  pain  clinic,  our  physician  anesthesiolo- 
gists and  nurse  anesthetists  have  their  hands 
full  providing  bedside  clinical  care.  Simulta- 
neously providing  comprehensive  preopera- 
tive medical  evaluation  for  outpatients  in  our 
Short  Stay  Unit  is  a  real  challenge — one  that 
has  been  met  in  model  fashion  by  our  out- 
standing Physician  Assistants  in  the  Depart- 
ment of  Anesthesiology." 


North  Carolina  Academy  of 
Physician  Assistants 


3209  Guess  Road,   Suite  105,  Durham,  NC  27705 

Telephone  919/479-1995;  Fax  919/479-9726 

Email:  ncapa(a  mindspring.com;  Website:  www.ncapa.org 
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CASE       REPORT 


A  Woman  with  Abdominal  Pain 
and  Bilious  Vomiting 

A  Very  Late  Aftermath  of  Billroth  II  Gastrectomy 

Michael  Golioto,  MD 


Surgery  has  become  rare  for  peptic  ulcer  disease  because  of 
improvements  in  endoscopic  therapy  for  bleeding  ulcers,  the 
discovery  that  HeUcobacter  pylori  is  a  treatable  cause  of 
ulcers,  and  the  routine  use  of  potent  acid-suppressive  therapy. 
Eradication  of//,  pylori,  with  or  without  concomitant  long- 
term  acid  suppression,  is  often  all  that  is  needed  tor  ulcer 
heahng.  Surgery  is  now  used  mostly  to  treat  comphcations  of 
ulcer,  such  as  bleeding  of  perforation.  But,  even  though 
surgery  is  not  first-line  therapy  for  ulcer  disease,  we  continue 
to  see  patients  who  have  undergone  gastrectomy  for  ulcer 
disease  and  suffer  many  of  the  long-term  complications. 

The  Viennese  surgeon  Theodor  Billroth  described  two 
ways  to  anastamose  the  gastric  stump  to  the  small  intestine 
after  distal  gastrectomy:  In  Billroth  I  the  anastamosis  is  made 
directly  to  the  duodenum,  while  in  Billroth  II  the  proximal 
duodenal  remnant  is  closed  off  and  the  gastric  stump  con- 
nected to  the  jejunem  (Figure  1).  Complications  of  Billroth 
II  gastrojejunostomy  include  dumping  syndrome,  ulceration 
of  the  anastomotic  margin,  malnutrition,  malabsorption, 
vitamin  B^^  deficiency,  delayed  gastric  emptying,  and  afferent 
loop  syndrome.  Afferent  loop  syndrome,  although  uncom- 
mon, can  occur  in  an  acute  form  within  days  after 
gastojejunostomy  or  as  a  chronic  syndrome  months  to  years 
later.'  In  this  paper  I  report  a  patient  who  developed  afferent 
loop  syndrome  (diagnosed  by  barium  radiography  and  endo- 
scopy) 25  years  after  BiUroth  II  gastrojejunostomy  for  peptic 


The  Patient 

A  55  year  old  woman  was  referred  for  evaluation  of  abdomi- 
nal pain  ot  several  years  duration.  She  had  had  a  number  of 


surgicalprocedures,  including  appendectomy  in  1954,  Billroth 
II  gastrojejunostomy  in  1972,  cholecystectomy  in  1978,  total 
abdominal  hysterectomy  for  fibroids  in  1978,  and  explor- 
ator)'  laparotomy  with  lysis  of  adhesions  in  1989  and  1999. 
She  had  a  chronic  pain  sydrome,  treated  with  long  term 
narcotics,  and  hypertension. 

She  described  severe,  cramping  pain  in  her  right  upper 
abdominal  quadrant.  The  pain  was  exacerbated  by  eating, 
and  partially  relieved  by  her  recurrent  bouts  of  bilious  emesis. 
She  vomited  approximately  10  times  a  day,  had  lost  30 
pounds  of  weight  over  the  preceding  6  months.  She  had  little 
appetite,  but  could  tolerate  small  amounts  of  Hquids;  large 
meals  induced  a  bloated  sensation,  followed  by  nausea,  and 
partial  rehef  upon  vomiting.  She  did  not  drink  alcohol  or  use 
non-steroidal  anti-inflammatory  drugs;  there  was  no  history 
of  pancreatitis,  change  in  bowel  habits,  jaundice,  fevers, 
chills,  or  achohc  stools.  She  had  come  to  an  emergency  room 
and  been  admitted  for  evaluation  several  times  over  the 
previous  two  years. 

The  numerous  abdominal  surgeries  and  prior  lysis  of 
adhesions  raised  the  suspicion  of  a  partial  small  bowel 
obstruction,  so  an  upper  gastrointestinal  series  with  small 
bowel  follow- through  was  carried  out  (Figure  2).  This 
showed  preferential  fiUing  of  the  afferent  loop  of  the  Billroth 
II  gastrojejunostomy  but  markedly  delayed  empt}ing.  The 
patient's  symptoms  were  reproduced  during  the  radiographic 
study.  The  afferent  limb  was  widely  patent  and  there  was  no 
obstruction  to  flow,  but  upper  intestinal  endoscopy  revealed 
a  stenotic  anastomosis  of  the  afferent  hmb,  with  friable  tissue 
but  no  evidence  of  ulceration  (Figure  3).  A  computerized 
tomogram  of  the  abdomen  revealed  no  evidence  of  masses, 
pancreatitis,  or  bowel  obstruction. 


Dr.  Golioto  is  in  the  Division  of  Gastroenterology  at  Duke  University  Medical  Center.  He  can  be  reached  at  Box  391 3  DUMC,  Durham 
27710  or  by  email  at  golio001@mc.duke.edu. 
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Figure  1 .  Diagram  of  Billroth  I  (left),  with  anastamosis  directly  to 
the  duodenem,  and  Billroth  II  (right),  with  proximal  duodenal 
remnant  closed  and  gastric  stump  connected  to  jejunem. 


Figure  2.  Upper  gastrointestinal  series  with  small  bowel  follow- 
through  demonstrating  preferential  filling  of  the  afferent  limb 
with  barium  (arrow). 


The  patient  underwent  a  loop  duodenojejunostomy 
with  lysis  of  adhesions,  after  which  her  complaints  of  bloat- 
ing and  vomiting  were  improved.  She  does  still  complain  of 
abdominal  pain,  but  it  is  decreased  in  intensity  and  unrelated 
to  food  intake  as  before. 


Discussion 

The  difficulties  and  complications  of  afferent  loop  syndrome 
associated  with  BUlroth  II  gastrojejunostomy  have  been 
known  since  1949,  when  Steinberg  identified  afferent  loop 
stasis.'  Wells  and  MacPhee,  in  1952,  coined  the  term 
"Afferent-loop  syndrome  and  described  the  clinical  features, 
radiographic  appearance,  and  treatment."'  Wells  and 
MacPhee  considered  afferent  loop  syndrome  to  be  a  purely 
mechanical  phenomenon.  They  believed  the  complaints  of 
bihous  regurgitation  following  a  meal  were  due  to  trapping 
of  postprandiaUy  secreted  bUe  within  the  closed  afferent 
loop.  They  felt  that  the  trapping  of  secretions  in  a  closed 
space  caused  pressure  to  build  up  within  the  lumen,  distend- 
ing the  loop  and  producing  feelings  of  fullness,  spasm,  and 
pain.  When  the  pressure  reached  a  peak,  the  contents  of  the 
afferent  loop  were  expelled  and  regurgitated,  with  relief  of 
the  pain  and  fullness.  The  luminal  contents  of  the  afferent 
loop  might  be  trapped  for  periods  varying  from  minutes  to 
days,  causing  variations  in  the  clinical  presentations.  They 
described  the  normal  appearance  of  the  stomach  remnant 
and  efferent  Umb  on  barium  radiography,  but  noted  that  the 


Figure  3.  Endoscopic  appearance  of  the  stenotic  anastomosis 
(arrow)  of  the  afferent  limb  of  jejunum  to  stomach. 

afferent  limb  did  not  fiU  with  barium,  suggesting  an  anasto- 
motic obstruction  to  flow. 

Hoffman  and  Spiro  reviewed  the  problems  related  to 
afferent  loop  svndrome  in  1961."*  They  describe  two  cases, 
and  noted  a  new  finding  on  barium  radiography.  They  found 
the  gastric  rem.nant  to  be  normal,  but  obsen^ed  that  barium 
preferentially  and  prompth*  entered  and  distended  the  affer 
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ent  limb,  which  was  maricedly  delayed  in  emptying.  These 
findings  are  consistent  with  those  in  my  patient. 

There  are  several  causes  of  afferent  loop  stasis  and 
obstruction.  During  a  24-hour  period,  the  afferent  hmb 
produces  1-2  liters  of  secretion.''  Inadequate  emptying  leads 
to  distention  within  short  periods  of  time.  Kinking  of  the 
afferent  hmb  because  the  segment  is  either  too  long  or  too 
short,  torsion,  internal  herniation,  anastomotic  ulcers,  or 
extrinsic  adhesive  bands  have  all  been  implicated  as  causes  of 
the  afferent  loop  syndrome.''"' 

Presenting  symptoms  of  the  afferent  loop  syndrome 
other  than  postprandial,  bUious  vomiting  and  pain  include 
acute  pancreatitis.'  Pancreatitis  has  been  reported  in  16  cases 
of  afferent  loop  syndrome;  it  is  thought  to  be  a  consequence 
of  high  residual  pressures  within  the  loop  obstructing  the  free 
flow  of  pancreatic  secretions. 

AU  therapeutic  approaches  to  afferent  loop  syndrome 
rely  on  repair  of  the  mechanical  abnormalit)'  causing  obstruc- 
tion of  the  afferent  limb.  Surgical  approaches  include 
jejunoplasty,  conversion  to  a  Billroth  I,  and  revision  with 
Roux-en-Y  anastomosis.'' 

Summary 

Patients  with  a  history  of  BiUroth  II  gastrojejunostomy  who 
present  with  a  symptom  complex  of  postprandial  nausea. 


flilLness,  and  bihous  vomiting  leading  to  relief  should  be 
suspected  of  having  an  afferent  loop  syndrome.  Diagnosis 
depends  on  barium  radiography  and  upper  intestinal  endo- 
scopy. Surgical  correction  is  the  treatment.  The  current  age 
of  medical  therapy  has  dramatically  decreased  the  frequency 
and  necessity  of  surgery  for  peptic  ulcer  disease.  However,  we 
should  not  forget  the  lessons  of  the  past  and  fail  to  diagnose 
a  patient  who  has  a  chronic  complication  of  a  previously 
common  operation. 
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I  may  be  a  Tour  de  France  Champion,  but  what's  most  impo... 
is  that  t  am  a  Cancer  Champion.  I  fought  a  tough  battle  and  won- 
you  can  too. 

The  Cycle  of  Hope  can  help  you  break  through  the  cycle  ■'.^'" 
of  fear.  Request  a  free  kit  today  with  information  about  . 
your  risks  and  the  symptoms  of  cancer  and  tips  for  jj 
fighting  the  disease.  ifl 
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EQur  Stmtm}Five.  Who  Are  YouRsf 


when  one  of  our  insured  physicians  faces  a  medical  malpractice  lawsuit,  our  Diamond  Defense  goes  to  work,  protecting  your 
reputation,  your  practice,  your  livelihood.  With  more  than  300  trial  victories,  including  some  of  the  most  difficult  malpractice 
cases  in  North  Carolina  histoiy,  these  attornevs  are  the  core  of  our  team.  They're  tough,  they're  aggressive,  and  they're  always 
available  for  Medical  Mutual  members. 


Call  today  and  find  out  how  to  join 

the  Medical  Mutual  team. 

When  it  matters  most,  we're  witii  you  all  the  way 


The  Medical^Mutual  Group' 

Medical  Miiliwl  Imimince  Company  of  North  Carolina 
PC  Box  98028  •  Raleish,  NC  27624  •  800-662-79 17  ' 


www.medicainiutualgroup.coni 


THE      WAY      WE      WERE 


Public  Health  in  North  Carolina 

The  New  Deal  Comes  to  Raleigh 

Stuart  Levin,  MD 


On  June  16,  1998,  7  of  the  8  members  of  the  Raleigh  City 
Council  voted  in  favor  of  the  Raleigh  Housing  Authority's 
(RHA)  request  to  tear  down  and  rebuild  Halifax  Court  in  the 
central  part  of  the  city.  The  RHA  then  requested  S30  million 
in  aid  from  the  federal  Department  ot  Housing  and  Urban 
Development  under  its  Hope  VI  program,  designed  to 
demolish  "the  country's  worst  public  housing"  and  to  rebuild 
inner  cities  with  more  human-scale  dwellings.  In  recent 
years,  the  58-year-old  Halifax  Court  public  housing  project 
had  become  a  high-crime  area,  and  maintenance  of  the  318 
units  had  become  a  problem.  There  were  persistent  plumb- 
ing leaks  and  other  structural  problems  in  the  barracks-like 
complex. 

The  perception  of  Halifax  Court  was  once  quite  differ- 
ent. It  was  considered  a  "wonderfiil  community  in  its  time,"' 
and  a  shining  light  in  the  fight  for  public  health.  The 
construction  of  subsidized  modern  housing  was  one  of  a 
number  of  new  public  health  initiatives  undertaken  during 
the  New  Deal  era  (1933-41).  When  the  New  Deal  arrived, 
health  officials  in  North  Carolina  had  already  been  active  for 
a  number  of  years  in  efforts  to  eliminate  preventable  deaths, 
but  the  rural  and  urban  poor  were  slow  to  feel  the  effects  of 
these  attempts. 

Raleigh,  the  capital  city,  had  a  large  indigent  population 
living  in  unsanitary  conditions,  poorly  protected  from  a 
multitude  ot  health  threats.  In  the  early  1930s,  the  economic 
emergency  of  the  Great  Depression  worsened  an  already 
difficult  local  situation.  As  the  tax  base  fell,  large-scale  public 
works  and  social  welfare  projects  were  put  on  hold.  The 
strategy  of  retrenchment  at  the  federal  level  was  only  aban- 
doned after  President  Roosevelt  took  office  in  1933.  With 
congressional  support,  Roosevelt  employed  deficit  spending 
to  counter  the  Depression's  devastating  impact. 

For  the  first  time,  the  federal  government  began  to 
intervene  in  many  areas  of  North  Carohna  life.  However, 


Dr.  Levin  is  with  Wal<e  Internal  Medicine  Consultants,  Inc.,  in 
Raleigh.  He  can  be  reached  there  at  3100  Blue  Ridge  Rd.,  Suite 
300,  Raleigh  2761 2.  Tel.  91 9/781  -7500. 


New  Deal  programs  were  not  imposed  as  dictates  from 
Washington.  Their  implementation  required  the  adminis- 
trative support  of  existing  local  government  agencies,  and 
their  success  depended  on  the  assistance  of  private  pressure 
groups.  Public  health  was  one  such  arena  of  federal  involve- 
ment during  the  New  Deal.  Appropriations  ftinneled  through 
the  alphabet  soup  of  New  Deal  agencies  gave  public  health 
advocates  in  Raleigh  some  latitude  to  implement  local  initia- 
tives. While  relatively  small  in  scale,  these  efforts  foreshad- 
owed the  large-  scale  governmental  programs  of  the  postwar 
period. 


Public  Health  Directions:  State, 
Local,  and  Federal 

Public  health  work  in  North  Carohna  started  in  1877  when 
the  NC  General  Assembly  allocated  $100  to  establish  the 
North  Carolina  State  Board  of  Health  (NCSBH).  Over  the 
years,  the  Board  gained  power  and  money  via  legislative  acts 
requiring  vaccination  against  a  number  of  infectious  diseases. 
When  the  General  Assembly  authorized  county  boards  of 
health  in  1911,  the  public  health  administration  in  North 
Carolina  added  another  tier.  The  State  Board  was  empow- 
ered to  investigate  the  causes  of  diseases  considered  hazard- 
ous to  pubhc  health,  gather  morbidity  statistics,  and  distrib- 
ute public  health  information.  Regulations  for  the  protection 
of  public  health  were  drawn  up  and  enforced  by  the  Board. 
Local  boards  were  mandated  to  carry  out  and  broaden  public 
health  efforts  at  the  county  level.  These  boards  were  respon- 
sible for  medical  care  for  the  indigent;  school  health  super- 
vision; water,  milk  and  sewage  disposal;  and  insect  control. 
The  tasks  of  immunizing  against  typhoid  fever  and  diphthe- 
ria, as  well  as  isolating  infectious  cases  of  tuberculosis  also  fell 
to  the  county  boards.  However,  both  the  state  and  county 
boards  were  hampered  by  inadequate  support.  The  NCSBH 
was  funded  by  a  cautious  General  Assembly,  and  the  county 
boards  depended  on  local  appropriations  and  very  Umited 
state  subsidies. 
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North  Carolina  had  made  some  successful  efforts  in  the 
fields  of  sanitation  and  vaccination  in  the  first  decades  of  the 
20*  century,  but  in  1930  many  public  health  threats  re- 
mained insufficiently  addressed  or  ignored.  Infant  mortality 
and  venereal  disease  rates  were  significantly  higher  than  the 
national  averages,"  but  had  been  barely  addressed  from  a 
public  health  standpoint.  Tuberculosis  and  diphtheria  per- 
sisted in  poorer  rural  and  urban  areas  of  the  state.  And  then 
came  the  Depression,  which  led  to  marked  retrenchment  ot 
public  funding  in  all  areas.  Health-related  programs  were 
particularly  hard  hit,  as  seen  in  the  NCSBH  budget,  which 
fell  from  S486,000  in  1929  to  $292,000  four  years  later. 

New  Deal  legislation  enhanced  federal  cooperation  with 
local  and  state  public  health  groups.  Much  of  the  new 
finding  came  in  the  form  of  grants.  Sizable  aid  tor  maternal 
and  infant  care  was  channeled  through  the  United  States 
Children's  Bureau.  The  United  States  Public  Health  Service 
(USPHS)  sought  S25  million  to  combat  venereal  disease, 
and  the  Public  Works  Administration  took  on  slum  clear- 
ance and  the  provision  of  low-cost  housing.'  Many  of  the 
new  federal  social  welfare  programs  were  tied  to  financial 
disbursements  from  the  states.  Aid  to  the  unemployed, 
indigent  elderly  and  to  dependent  children  was  to  be  a  state 
responsibiht}'.  The  states  would  receive  matching  funds  after 
estabhshing  schemes  approved  by  the  federal  government. 

The  activist  federal  government  stood  in  stark  contrast 
to  the  inertia  at  the  state  level.  North  Carolina's  government 
was  dominated  by  fiscally  conservative  chief  executives  and 
legislators.  As  in  all  Southern  states,  the  New  Deal  ran 
counter  to  the  region's  deep  interest  in  a  balanced  state 
budget.  J.C.B.  Ehringhaus,  governor  from  1933-1937,  fa- 
vored a  new  sales  tax  and  aggressive  retrenchment  of  state 
government.  He  said:  "Some  day  there  is  going  to  be  a 
widespread  protest  against  the  rapidly  growing  congressional 
practice  of  setting  up  dollar  matching  enterprises.  In  the  ver\' 
nature  ot  things,  the  states  cannot  continue  indefinitely  a 
dollar  matching  contest  with  the  Federal  Government,  whose 
credit  and  vast  resources  far  exceed  those  open  to  the  states."'' 

In  1936,  Clyde  Hoey  defeated  a  gubernatorial  opponent 
whose  plattorm  said  "Let's  Have  a  New  Deal  in  North 
Carolina."  When  Roosevelt  characterized  the  South  as  "the 
nation's  primar}'  economic  problem"  based  on  its  minimal 
level  of  public  services,  low  tax  base,  and  the  poverty'  of  its 
people,  Hoey  retorted  that  "North  Carolina  is  the  stalwart 
supporting  child  of  this  nation."  The  General  Assembly, 
controlled  by  rural  and  large  business  interests,  followed  this 
line.'*  Matching  flinds  were,  therefore,  limited  bv  intransi- 
gence at  the  state  level.  On  the  other  hand,  grants  were 
accepted  eagerly  by  local  and  state  public  health  authorities. 
The  1933  NCSBH  budget  increased  more  than  twofold  to 
$881,000  by  1938,  and  then  doubled  again  to  $1,792,000 
four  years  later.  During  those  same  9  years,  the  allocation 
from  the  General  Assembly  increased  from  only  $225,000  to 
$370,000  and  still  was  not  back  to  pre-Depression  levels  bv 


Figure  1 .  An  old  truck  body  serves  as  a  private  home  near  Chavis 
Heights.  From  "Good  Homes  for  Raleigh,"  Raleigh  Housing  Au- 
thority, 1945. 

1942.  In  contrast,  the  1942  NCSBH  budget  included  over 
$735,000  for  venereal  disease  and  general  health  work  from 
the  USPHS,  and  $400,000  from  the  US  Children's  Bureau 
for  maternal  and  child  health.' 


The  Community  of  Raleigh 

As  one  of  the  largest  cities  in  the  state,  Raleigh  was  a  typical 
Southern  urban  area  in  terms  of  social  makeup  and  public 
health  problems.  Its  population  in  1930  was  37,379,  roughly 
two-thirds  white  and  one-third  black.  It  was  largeh'  an 
administrative  center  whose  major  employer  was  the  state 
government,  but  there  was  a  small  component  of  industry. 
About  1200  people  worked  in  the  manufacture  of  textiles, 
cottonseed,  and  wood  products,  as  well  as  chemicals,  cloth- 
ing, and  food  items.  Many  low-income  whites  were  em- 
ployed in  the  factories  and  as  menial  labor.  The  black 
population  was  emplo)'ed  primarily  as  common  labor.  To- 
gether, these  groups  made  up  about  half  of  the  city's  resi- 
dents; they  lived  mostly  in  slum  housing  in  segregated 
neighborhoods  of  South  and  East  Raleigh.  The  Depression 
put  many  lower-class  people  of  both  races  onto  the  dole, 
although  the  cit)''s  role  as  the  hub  of  state  government 
cushioned  the  unemployment.  (Raleigh  was  essentially  by- 
passed economically  by  World  War  II  as  well.  No  major  new 
war  industries  were  estabhshed  in  the  citv,  although  there 
was  a  modest  increase  in  emplo}'Tnent  seen  at  Peden  Steel, 
Pilot  Mills,  and  Premier  Worsted  Mills.) 

The  need  for  strong  public  health  services  was  illustrated 
by  the  inferior  hving  conditions  in  South  and  East  Raleigh 
(Figure  1).  In  1940,  47%  of  available  housing  was  substan- 
dard, either  needing  major  structural  repairs,  or  lacking 
running  water  or  a  private  bathroom."  Inadequate  sanitation, 
o\'ercrowding,  and  poor  ventilation  helped  set  the  stage  for 
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the  spread  of  contagious  disease.  Interviewed  after  a  visit  to 
one  such  area  in  1938,  Wake  County  Health  Officer  Dr. 
A.C.  Bulla  told  the  News  and  Observer:  "No,  I  don't  reckon 
I've  got  anything  today  that  you'd  call  news,  unless  itch, 
poverty,  and  dirty  homes  are  news.  I've  been  to  half  a  dozen 
homes  since  noon  and  I  don't  see  how  any  of  the  people  in 
them  live.  I  don't  know  whether  it's  the  itch,  sorriness, 
confounded  sorriness,  or  something  worse  is  wrong."'' 

The  poor  housing  was  exacerbated  by  low  wages  and 
high  prices  during  the  New  Deal  era  and  into  the  war  years. 
In  early  1944,  the  state  Department  of  Labor  found  the 
minimum  cost  of  living  for  a  family  of  four  to  be  $33.67  a 
week;  at  the  same  time,  the  Raleigh  Housing  Authority 
estimated  the  lowest  rental  with  utilities  for  a  standard  house 
to  be  $38.00  for  a  white  family,  and  $28  for  a  black  family." 
Landlord  opposition,  aided  by  conservative  political  inter- 
ests, limited  constmction  .  „  ., 
of  federally  subsidized  ;■ 
low-rent  housing 
throughout  North  Caro- 
lina. A  1939  WPA  Real 
Property  Survey  ot  Ra- 
leigh showed  the  vacancy 
rate  to  be  1.6%,  and  this 
fell  practically  to  nil  dur- 
ing the  war.  As  a  result,  a 
significant  percentage  of 
the  population  did  with- 
out the  "luxuries"  of  food, 
clothing,  and  medical  care. 


Public  Health 
Organization  in 
Raleigh 


Figure  2.  Rex  Hospital,  Raleigh,  NC,  ca.  1939. 


The  city-count)'  Wake  Count),'  Board  of  Health  (WCBH) 
was  established  in  1919  to  serve  the  public  health  needs  of  a 
county  whose  population  had  reached  94,757  in  1930. 
Almost  60%  of  Wake  County's  population  lived  in  outlying 
areas,  but  public  health  efforts  and  facilities  were  concen- 
trated in  Raleigh.  By  the  early  1930s,  the  WCBH  had  eleven 
employees,  among  them  a  tuU-time  health  officer  (a  physi- 
cian), a  dentist,  and  three  nurses.  The  WCBH  administered 
pre-school  and  school  health  programs,  climes  for  tubercu- 
losis, prenatal  clinics,  and  pubhc  sanitary  inspections.  As 
federal  allocations  increased  during  the  New  Deal  era,  the 
Board  broadened  its  efforts  against  infectious  diseases.  The 
Board's  1935  budget  of  $27,677  more  than  doubled  by  1940, 
allowing  sLx  additional  nurses  to  be  hired.  The  influx  of  funds 
occurred  despite  a  drop  in  the  paltr)'  state  allotment  from 
$1560  in  1935  to  $1392  in  1940. 

Members  of  the  Raleigh  medical  communit}'  often 
served  in  the  public  clinics  without  compensation.  Two  of 


the  three  hospitals  in  Raleigh  participated  in  the  public 
health  efforts.  Rex  Hospital  (Figure  2),  a  pubhc  hospital  for 
the  white  population,  had  a  general  outpatient  unit  serving  all 
races.  This  facilit)'  provided  $60,000  in  charity  care  in  1935, 
an  increase  from  $21,000  in  1927.  Rex  had  a  continuous 
waiting  Hst  as  the  primar\'  provider  of  inpatient  medical  care 
in  the  communit}'.  In  view  of  the  constant  overcrowding,  a 
new  building  was  opened  in  1937,  increasing  the  bed  capacity 
from  126  to  200.  Funding  for  the  new  faciht}'  was  provided 
by  a  $100,000  direct  federal  grant  from  the  Pubhc  Works 
Administration.  An  additional  federal  loan  of  $287,000  was 
provided  for  indigent  care.  According  to  a  contemporary 
account, 

"Three  years  ago  (in  1933),  the  dream  of  a  newer  finer 

Rex  began  to  take  form  as  a  small  group  of  interested  citizens 

determinedly  set  out  to  secure  government  aid  for  the  project. 

-vii,-,        '..r     ,  Obstacles  were  encountered 

at  every  mrn.  A  special  act 
had  to  be  put  through  the 
General  Assembly  to  allow 
Raleigh  and  Wake  County 
to  amortize  the  Federal  loan. 
A  test  case  was  carried 
through  the  courts  to  the 
State's  highest  tribunal  to 
prove  the  right  of  Rex  to  use 
federal  fiinds. . .  But  now  the 
heroic  struggle  nears  the  end. 
.  .  .in  this  three  year  crusade 
in  the  name  of  humanity.^ 

Raleigh  was  served  by 
two  additional  hospitals.  St. 
Agnes  Hospital  was  sup- 
ported by  the  city,  county, 
Duke  Endowment,  and 
Episcopal  Church.  Prenatal  and  well-baby  clinics  for  the 
non-white  population  were  located  at  St.  Agnes.  The  small- 
est hospital,  Mary  Elizabeth,  was  a  private  white  facility  that 
generally  did  not  share  in  the  pubhc  health  initiatives.  Social 
service  clubs  such  as  the  Junior  League  of  Raleigh  and  the 
Woman's  Club,  whose  members  were  socially  prominent 
white  women,  were  also  active  in  efforts  to  e.xpand  pubhc 
health  chnics  in  Wake  County. 


Disease  Prevention  Efforts 

Syphilis.  In  1939,  there  were  300,000  cases  of  syphilis  in 
North  Carohna.  This  represented  9%  of  the  population 
(personal  correspondence  of  State  Health  Officer  Carl  V. 
Reynolds,  Februar)'  2,  1939.  NC  State  Archives).  According 
to  the  USPHS,  the  incidence  of  s)'phihs  was  up  to  40  times 
higher  in  the  US  than  in  Western  countries  that  had  aggres- 
sively fought  the  disease  as  a  matter  ot  public  pohcy.  Syphilis 
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was  physically  devastating,  given  the  progression  ot  un- 
treated disease  to  secondary  and  tertiary  forms.  Primar)' 
transmission  of  syphilis  was  through  sexoial  contact,  but  10% 
of  cases  were  congenital.  Without  penicUlin,  treatment  of 
syphilis  in  the  1930s  was  an  arduous  and  expensive  process 
involving  the  injection  of  arsenicals  in  combination  with 
bismuth  salts. 

As  James  H.  Jones  points  out  in  his  book  on  the 
Tuskegee  experiment,  syphilis  was  thought  of  as  the  "quint- 
essential black  disease."  A  study  by  the  Metropolitan  Life 
Insurance  Company  revealed  that  between  1911-15  and 
1931-35,  syphilis  mortality  in  the  South  dechned  by  45%  for 
whites,  but  increased  by  38%  for  black  men  and  by  14%  for 
black  women.  Many  whites  ascribed  the  prevalence  of  syphi- 
lis among  African-Americans  to  the  race's  supposed  procliv- 
ity to  crime  and  sexual  vices.  Poor  hygienic  habits,  primitive 
hving  conditions,  and  ignorance  of  the  germ  theor}'  of  disease 
were  given  secondary  consideration.  In  order  to  create  sup- 
port for  venereal  disease  programs  directed  at  the  black 
communit)',  public  health  officials  in  the  South  had  to  appeal 
to  the  self-interest  ot  whites.''  In  the  late  1930s,  using 
knowledge  gained  during  the  earher  syphilis  control  efforts 
sponsored  by  the  Rosenwald  Fund,  the  USPHS  launched  a 
major  campaign  to  combat  syphilis  throughout  the  country. 
North  Carolina  public  health  officials  were  quick  to  take 
advantage  of  the  new  funds  to  coordinate  a  fijU-scale,  highly- 
publicized  program  to  curb  venereal  disease.  The  NCSBH 
hired  a  consultant  speaker  to  address  educational  groups 
across  the  state,  and  syphilis  education  was  incorporated  into 
the  state  high  school  science  curriculum.  At  a  time  when  even 
the  very  word  "syphilis"  was  taboo,  the  NCSBH  used  the 
press  and  radio  to  deluge  the  public  with  information  about 
syphilis  and  its  treatment.  The  Raleigh  Nt^ws  and  Observer, 
a  bastion  of  New  Deal  liberalism  under  editor  Jonathan 
Daniels,  led  a  campaign  to  sway  white  public  opinion  in 
support  of  pubUc  health  efforts  against  syphilis,  saying, 
"Southern  white  people  he'ping  Negroes  arise  from  squalor 
and  sickness  are  indulging  in  no  philanthropy;  they  are 
exercising  only  such  sense  and  enlightened  selfishness  as  will 
best  serve  themselves."'" 

In  1937,  the  General  Assembly  passed,  and  local  health 
officials  enforced,  a  law  requiring  that  all  domestic  servants 
be  examined  at  least  once  a  year  for  syphilis  and  tuberculosis. 
Three  years  later,  the  legislative  body  approved  a  bill  requir- 
ing testing  to  certify  that  all  individuals  planning  marriage 
were  free  of  syphilis.  The  NCSBH  funneled  both  federal  and 
state  aid  for  control  of  venereal  disease  to  local  regions,  with 
free  lab  service  and  syphilis  treatment  provided  by  the  state. 

In  1938,  an  aggressive  venereal  disease  program  was 
begun  in  Raleigh.  Clinics  for  the  indigent  were  held  twice  a 
week  at  Rex  and  five  days  a  week  at  St.  Agnes.  Because  one- 
fourth  of  all  county  jaU  inmates  were  infected  with  syphilis, 
in  1940,  public  health  officials  set  up  a  syphilis  chnic  at  the 
jail.  Strict  attitudes  towards  patients  with  sj'phUis  character- 


ized the  control  effort.  Anyone  with  a  positive  Wassermann 
test  was  compelled  to  undergo  treatment  from  a  physician  or 
proceed  to  a  clinic.  Those  who  refused  faced  prosecution  and 
possible  imprisonment  under  an  old  but  rarely  enforced  state 
law.  In  one  case,  a  Raleigh  judge  sentenced  both  an  infected 
teenager  and  his  common-law  wife  to  six  months  in  jail  for 
violating  the  state  law.  The  welfare  department  took  custody 
of  the  woman's  four  minor  children. 

By  1942,  a  cautiously  optimistic  Dr.  BuUa  noted  that  the 
local  venereal  disease  control  program  had  "met  with  a 
certain  degree  of  success",  although  it  "should  be  broadened 
and  extended  until  every  case  is  found  and  adequately  treated."" 
Morbidity  statistics  confirmed  his  assessment.  New  cases  of 
untreated  syphilis  in  Raleigh  peaked  at  708  in  1939,  and 
declined  to  441  three  years  later.  Raleigh  became  a  national 
clearinghouse  for  syphilis  information.  The  Venereal  Dis- 
ease Education  Instimte,  sponsored  by  the  USPHS,  the 
NCSBH  and  the  Z.  Smith  Reynolds  Foundation,  supplied 
educational  materials  to  many  cities  and  states,  and  the  US 
Army. 

Still,  widespread  prejudice  and  ignorance  overshadowed 
the  public  health  efforts.  One  anonymous  N.C.  county 
health  officer  noted,  "Our  syphilis  program  is  worrying  me, 
as  we  just  don't  have  the  time  to  foUow  up  our  delinquents 
and  I  know  that  with  many  of  our  VD  patients  it  is  a  matter 
of  transportation.  I  am  sorr)'  to  say  that  as  yet  the  public  hasn't 
been  fuUy  awakened  to  the  necessity  of  treatment  and  you 
know  that  our  landlords  just  don't  realize  that  'the  [tenant]  is 
sick'  but  'he  is  just  trifling  and  not  worth  a  damn'  according 
to  their  ideas.  Then,  too,  they  can't  see  the  necessity  of  letting 
their  men  stop  work  for  two  or  three  hours  to  'take  a  shot' 
when  they  are  not  sick."'-  Combating  venereal  disease  has 
required  aggressive  educational  efforts  well  into  the  antibi- 
otic age.  As  of  1998,  North  CaroUna  had  the  greatest  number 
of  primary  and  secondary  cases  of  syphilis  in  the  nation,  with 
Wake  County  among  the  28  United  States  counties  with  half 
of  all  early  syphiUs  cases  (78%  of  them  among  African 
Americans).'^ 

Tuberculosis.  The  public  health  campaign  to  eradicate  tuber- 
culosis ran  second  only  to  the  efforts  against  venereal  disease. 
The  airborne  spread  of  the  tuberculosis  bacillus  made  infec- 
tion common  when  environmental  and  hygienic  conditions 
were  bad.  Poor  ventilation,  inadequate  diet,  overcrowding, 
and  lack  of  education  predisposed  to  developing  active 
tuberculosis. 

In  contrast  to  syphilis,  tuberculosis  prevention  efforts 
had  been  under  way  in  North  Carolina  for  many  years  before 
the  New  Deal  began.  Local  tuberculosis  societies  were 
formed  at  the  beginning  of  the  century,  and  Christmas  Seals 
were  sold  annually  to  help  finance  the  treatment  of  tubercu- 
losis. By  the  mid-1930s,  scientific  control  measures  had 
reduced  tuberculosis  from  the  1''  to  the  7*  leading  cause  of 
mortality  in  North  Carohna.  Nevertheless,  tuberculosis  per 
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Figure  3.  One  of  the  low-cost  housing  units  constructed  in 
Raleigh  in  the  early  1940s. 

sisted  in  poor  rural  and  urban  areas;  in  1936,  over  two 
thousand  North  Carolinians  died  of  the  disease,  and  in  1933 
110  new,  untreated  cases  were  diagnosed  in  Raleigh. 

Subsidized  modern  housing  (Figure  3)  represented  one 
novel  approach  to  combating  the  spread  of  tuberculosis.  The 
federally  supported  Halifax  Court  and  Chavis  Heights  projects 
(for  white  and  black  citizens,  respectively)  opened  in  1940- 
41.  These  developments  provided  462  new  housing  units  for 
a  city  with  5,000  substandard  dwellings.  The  overall  impact 
was  small,  but  the  new  tenants  saw  a  drastic  improvement  in 
their  living  conditions.  One  twelve-year  old  resident  com- 
pared her  old  and  new  accommodations:  "When  you  wake  up 
in  winter,  it's  wonderfiil.  You  don't  worry  about  making  a  fire 
at  all.  There's  hot  water  any  time  ....  There's  light  and  quiet 
and  room  for  studying  here,  too.  You  know,  you  can't 
concentrate  when  you're  all  jammed  up."° 

The  WCBH  lacked  both  the  wherewithal  to  construct 
more  low-cost  decent  housing,  and  the  workforce  to  improve 
sanitary  and  living  conditions  in  existing  housing.  Nonethe- 
less, the  very  existence  of  a  Raleigh  Housing  Authoritv'  was 
a  major  accomplishment,  given  the  fierce  hostihty  of  the  real 
estate  estabUshment.  During  the  New  Deal  and  WWII  eras, 
Raleigh  and  Wilmington  were  the  only  two  major  North 
Carohna  cities  to  obtain  federal  funds  for  low-income  hous- 
ing. Vigorous  opposition  from  landlords  prevented  slum 
clearance  attempts  in  Winston-Salem,  Charlotte,  AsheviUe, 
and  Greensboro. '■* 

Given  their  inability  to  increase  the  number  of  subsi- 
dized housing  units,  public  health  officials  in  Raleigh  con- 
centrated on  expanding  tuberculosis  sanatoriums.  Civic  groups 
and  public-minded  individuals  had  campaigned  for  a  Wake 
County  Sanatorium  for  the  indigent  since  1907.  The  Raleigh 


Woman's  Club  kept  the  issue  alive  for  decades  until  adequate 
funding  became  available.  In  1937,  WPA  assistance  made 
possible  the  construction  of  a  24-bed  sanatorium,  and  a  40- 
bed  "preventorium"  (for  children  hkely  to  develop  mbercu- 
losis).  Both  buildings  were  segregated  by  race  and  sex.  In 
addition,  Raleigh  community  physicians  held  tuberculosis 
chnics  twice  a  week.  The  preventorium  was  subsequendy 
converted  into  a  Negro  sanatorium,  and  the  extra  beds  in  the 
original  sanatorium  used  for  whites.  By  late  1940,  the 
expansions  had  left  only  three  black  women  waiting  for 
admission  (despite  8  vacant  beds  on  the  white  wards). 

Notwithstanding  the  growth  of  sanatorium  beds,  mor- 
bidity statistics  from  Wake  Count}-  do  not  reveal  any  defini- 
tive trend  in  the  number  of  new,  untreated  cases.  The  hmited 
expansion  of  public  housing  could  not  compensate  for  the 
persistence  of  poor  conditions  in  which  most  indigent  fami- 
lies lived.  Near-eradication  of  tuberculosis  only  came  a 
decade  later  with  the  development  of  adequate  antibiotics. 

Maternal  and  Infant  Care.  In  the  1930s,  most  indigent 
women  in  North  Carolina  had  no  prenatal  care.  In  1930,  the 
state's  infant  death  rate  was  79  per  1000  births,  well  above  the 
national  average  of  65  per  1000.^  One-third  to  one-fourth  of 
all  babies  born  in  North  Carolina  (including  most  black 
infants)  were  dehvered  by  4,000  untrained  midwives.  The 
NCSBH  estimated  that  nearly  two- thirds  of  newborn  deaths 
were  preventable.  Polluted  water,  foul  milk,  exposure  to  cold 
in  the  winter  and  insects  in  the  summer,  and  congenital 
diseases  such  as  syphilis  exacerbated  the  general  lack  of 
prenatal  care. 

In  1929,  the  state's  first  weekly  prenatal  clinics  for  the 
indigent  were  organized  at  Rex  and  St.  Agnes  Hospitals. 
Medical  services  were  provided  primarily  by  Raleigh  private 
practitioners.  The  cUnics  were  financed  for  several  years 
entirely  by  local  individuals  and  charitable  groups  such  as  the 
Junior  League.  Raleigh  physician,  Verne  Caviness,  noted  in 
1937,  "In  all  chnics,  the  financing  has  been  purely  local. 
There  has  been  no  outside  or  government  aid  except  for  the 
Federal  Emergency  ReUef  Act  aid  of  $17.50  paid  to  the 
physicians  for  making  a  few  of  the  deliveries  in  1934.  When 
no  funds  were  available  with  which  to  buy  medicine  for  these 
patients,  the  physicians  have  furnished  them."'' 

A  significant  change  in  maternal  and  infant  care  oc- 
curred as  a  restdt  of  funds  provided  through  the  Social 
Security  Act.  The  new  federal  allocations  spurred  the  growth 
of  prenatal  care,  and  the  estabhshment  of  chnics  for  the 
newborn.  In  1937,  437  patients  were  treated  at  the  Rex 
prenatal  clinic,  up  from  177  the  previous  year.  With  the 
improved  access  to  care,  many  physical  defects  and  nutrient 
deficiency  diseases  such  as  pellagra  could  be  corrected. 
Women  with  syphilis  could  also  receive  affordable  treat- 
ment, with  a  resultant  decline  in  fetal  transmission  of  the 
disease. 

The  newwell-baby  chnics  offered  immunizations,  physi- 
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cal  examinations,  milk  bottles,  clothing  and  equipment  for 
newborns.  In  some  cases,  contraceptive  measures  were  en- 
couraged to  prevent  birth  of  infants  likely  to  be  diseased 
secondary  to  congenital  factors.  As  a  result  of  all  these  efforts, 
the  infant  death  rate  in  Raleigh  dropped  to  44/1000  live 
births  forwhites  and  56/1000  for  blacks  by  1945.  But  despite 
the  progress,  unsanitary  living  conditions  continued  to  need- 
lessly threaten  many  newborn  lives. 


Conclusion 

Public  health  measures  tor  the  poor  in  Raleigh  were  broadly 
expanded  with  the  influx  of  New  Deal-related  federal  grants. 
Organizational  assistance  for  this  growth  in  services  was 
provided  by  the  NCSBH,  despite  a  lack  of  support  for  the 
New  Deal  at  the  state  executive  and  legislative  levels.  Publi- 
health-related  initiatives  found  advocates  among  important 
sectors  of  the  local  population,  including  private  physicians, 
social  service  organizations,  and  the  press.  Still,  the  actual 
building  of  physical  structures  such  as  the  subsidized  housing 
at  Halifax  Court  was  the  exception,  and  the  predisposing 
causes  of  substandard  housing  and  poverty  remained  essen- 
tially intact  in  Raleigh  through  the  end  of  World  War  II. 
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THE      WAY      WE      WERE 


The  Beginning  of  Emergency  Medicine 

A  Personal  View  from  North  Carolina 

Eben  Alexander,  Jr.,  MD 


By  the  1950s  and  '60s  the  world  of  medicine  had  made 
significant  progress.  We  were  enjoying  the  use  of  a  number 
of  effective  drugs  like  insuUn,  as  well  as  several  antibiotics 
(including  streptomycin  for  tuberculosis);  Vitamin  B^,  was 
known  to  cure  pernicious  anemia.  There  were  new  ap- 
proaches to  the  treatment  ot  heart  disease,  pacemakers  tor 
heart  rh)thm  disturbances,  and  even  the  hope  ot  truly 
effective  psychotropic  drugs. 

People  who  were  sick,  or  thought  they  were  sick,  turned 
more  and  more  to  hospitals  for  care.  North  Carolina  enjoyed 
great  success  in  introducing  federally  financed  HiU-Burton 
hospitals  into  many  communities.  There  was  a  popular 
consensus  that  hospitals  otfered  ideal  treatment,  particularly 
emergency  treatment.  In  the  late  '60s  and  early  '70s,  demand 
for  emergency  services  grew  more  rapidly  than  hospitals 
responded.  The  medical  protession  made  unsuccessful  et- 
forts  to  react  to  the  need.  In  medicine,  as  in  so  many  other 
fields  of  endeavor,  new  advances  had  brought  unforeseen  and 
unanticipated  problems.  This  was  true  of  the  development  ot 
emergency  medicine  as  a  specialty.  During  the  late  '60s, 
emergency  medical  care  was  an  ever-growing  concern.  Emer- 
gency room  facilities  were  inadequate  in  most  hospitals, 
including  my  own;  emergency  rooms  were  staffed  by  medical 
and  surgical  house  officers,  and  senior  physicians.  To  provide 
coverage,  my  institution  had  to  conscript  every  member  of 
the  faculty  to  serve  on  a  rotational  basis. 

I  served  as  Chief  of  Professional  Services  and  Chiet  ot 
Neurosurgery  at  the  North  Carolina  Baptist  Hospital/Bow- 
man Gray  School  of  Medicine  complex  from  1953  to  1973. 
At  meetings  of  the  chiefs  of  professional  services,  I  heard 
strong  opposition  to  required  coverage  of  the  emergency 
room.  In  particular,  radiologists  objected  that  they  had  not 
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gone  into  medicine  to  provide  "hands-on"  care  of  people  in 
emergency  rooms.  StUl,  we  decided  to  have  the  radiolog)' 
faculty  cover  the  emergency  room  on  a  regular  basis,  assisted 
by  a  triage  nurse.  This  did  not  seem  so  bad  since  previously 
there  had  been  no  attending  physicians  on  duty,  only  a  triage 
nurse  to  call  specialists  to  the  emergency  room  when  the 
patient's  complaint  seemed  appropriate  to  the  particular 
specialty. 

Providing  coverage  was  not  a  unique  problem.  The 
Fors)'th  Memorial  Hospital  (previously  City  Hospital  of 
Winston- Salem)  required  all  staff  to  cover  the  emergency 
room  on  nights  and  weekends  on  a  rotational  basis.  Institu- 
tion of  this  policy  led  several  physicians,  particularly  pedia- 
tricians, to  resign  trom  the  staff  Soon  efforts  were  made  to 
employ  people  specifically  to  cover  emergency  rooms;  at  our 
own  institution,  two  former  residents  in  general  and  thoracic 
surgery  were  hired  to  provide  coverage  on  a  rotational  basis, 
assisted  by  a  triage  nurse. 

At  about  nine  o'clock  one  evening  in  the  late  '60s  or  earlv 
'70s,  Dr.  Russell  Perry,  a  pediatric  practitioner  in  Forsyth 
County,  came  to  my  office.  We  knew  each  other  well,  so  he 
was  not  reluctant  to  let  me  know  just  how  vet}'  disturbed  he 
was  about  being  forced  to  cover  the  emergency  room,  seeing 
so  many  patients  that  he  did  not  know  how  to  treat  effec- 
tively. As  a  rotating  intern  at  Jefferson  Hospital  in  Philadel- 
phia, Dr.  Perr}'  had  had  to  cover  the  emergency  room.  He  felt 
very  inadequate,  particularly  after  the  first  patient  he  saw,  a 
personal  friend,  died  of  cardiac  arrest.  He  thought  that  if  he 
had  been  better  prepared  he  could  have  done  better.  Alter  his 
Jefferson  Hospital  experience  (and  to  his  great  regret),  he  had 
to  cover  emergency  calls  during  service  in  the  Navy.  He 
suggested  to  me  that  the  Department  of  Surgery  begin  a 
training  program  in  emergency  medicine.  My  reaction  was  to 
doubt  that  we  could  enlist  people  to  do  this,  but  I  agreed  we 
would  tr)'.  We  outlined  a  program  that  would  have  trainees 
rotate  through  various  specialties  over  a  two-year  residency 
leading  to  certification  as  emergency  medical  specialists. 

At  Dr.  Perry's  urging  we  took  this  issue  to  the  Executive 
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Committee  of  the  Chiefs  ot  Professional  Sendees, 
and  finally  to  the  Executive  Council  of  the  medical 
school.  Both  bodies  approved  it.  With  the  help  ot 
Dr.  Richard  Myers,  then  chairman  of  the  Depart- 
ment of  Surgery,  it  was  arranged  that  the  Section  of 
Emergency  Medical  Ser\'ices  would  be  part  ot  his 
department.  Four  newly  finished  doctors  were  en- 
rolled to  cover  the  emergency  service  on  a  rotational 
basis;  all  of  them  had  been  through  rotations  in  the 
surgical  department  and  could  instruct  the  emer- 
gency residents-in-training. 

With  the  outline  of  a  training  program  in  hand, 
we  applied  to  the  Bureau  ot  State  Services,  a  "paral- 
lel" organization  to  the  National  Institute  of  Health, 
for  a  grant  to  support  the  salaries  of  house  officers 
and  the  expenses  of  the  endeavor.  Representatives 
from  the  Bureau  \isited  our  institution  and  approved 
the  grant,  but  then  the  Bureau  of  State  Services  was 
dropped  from  the  federal  budget  and  so  no  grant  was 
given.  The  Universit)'  ot  Cincinnati  later  became  the 
first  to  receive  a  grant  (from  the  NIH),  and  we 
evenmally  received  a  grant  as  weU. 

The  emergenc)'  program  was  outlined  in  the 
minutes  of  the  Department  of  Surgery  Annual  Re- 
port for  1972-1973: 

The  first  year  of  training  is  designed  to  give  the 
resident  an  introduction  to  emergency  medicine  in  both 
emergency  rooms  at  both  emergency  departments  (Forsyth  Hos- 
pital and  North  Caroliita  Baptist  Hospital).  He  will  also  have 
rotations  through  certain  specialty  services  at  the  North  Carolina 
Baptist  Hospital,  these  services  including  internal  medicine, 
general  surgery,  thoracic  surgery,  neurosurgery,  orthopedics  and 
psychiatry. 

During  the  second  year,  the  resident  will  be  in  charge  of  the 
emergency  department  at  each  hospital  for  a  period  of  several 
weeks,  wiith  adequate  consultation  immediately  available  fiom 
senior  house  staff  and  faculty.  He  will  complete  his  specialty 
rotations  by  serving  a  fnonth  or  so  on  pediatrics,  obstetrics  and 
gynecology,  cardiology,  endocrinology,  intensive  care  and  anes- 


thesia, ophthaln 


id  plastic  surgery.  At  least  a  few  addi- 


tional specialty  rotations  will  be  available  on  an  elective  basis. 
Community  medicine  and  how  it  relates  to  emergency  medicine 
will  be  learned  by  the  resident's  close  work  with  the  well- 
organized  and  well-functioning  Comprehensive  Health  Plan- 
ning Council.  He  will  also  participate  in  training  emergency 
medical  technicians  for  the  excellent  Forsyth  County  Ambulance 
Service.  Certain  research  projects,  includirig  delivery  of  health 
care  and  accident  prevention,  will  be  encouraged. 

At  North  Carolina  Baptist  Hospital,  the  resident  will  be 
able  to  follow  patients  admitted  fiom  the  emergency  room  by 
attending  daily  rounds.  He  will  be  expected  to  participate  in 
morbidity  and  mortality  conferences  and  attend  daily  X-ray 
conferences. 

A  third  year  of  training  will  be  offered  as  a  fellowship  year 


1964       1966       1968       1970       1972       1974       1976 


Figure  1 :  A  phenomenal  rise  in  the  number  of  visits  to  the  North  Carolina 
Baptist  Hospital  Emergency  Room  began  in  1972. 


for  the  resident  who  hopes  to  enter  academic  medicine  or  who  will 
be  in  charge  of  a  large  emergency  departtnent.  This  third  year  will 
provide  adequate  time  fior  training  and  experience  in  adminis- 
trative matters  related  to  the  entire  field  of  emergency  medicine. 

Dr.  George  Podgorny,  who  had  trained  in  cardiothoracic 
surgery  at  North  Carolina  Baptist  Hospital,  became  inter- 
ested in  emergency  medicine  and  was  active  in  eventually 
having  a  specialty  board  approved  as  the  American  Board  of 
Emergency  Medicine.  Fortunately,  some  ot  our  faculty  who 
were  active  in  the  AMA  and  the  American  College  of 
Surgeons  were  able  to  help  the  emergency  physicians  acquire 
approval  for  a  Section  Council  in  the  AMA  and  a  seat  in  the 
House  ot  Delegates  of  the  American  Medical  Association. 
This  was  the  first  step  toward  obtaining  approval  of  an 
American  Board  of  Emergency  Medicine.  There  was,  of 
course,  opposition  from  various  other  boards,  including  the 
American  College  of  Surgeons,  but  the  presence  of  faculty 
members  who  were  active  in  the  American  College  of 
Surgeons,  plus  the  obvious  interest  ot  many  surgeons  across 
the  nation,  finally  overcame  the  opposition. 

Over  27,000  patients  were  seen  as  part  of  our  initial 
program  between  July  1,  1972  and  June  30, 1973.  Since  then, 
the  growth  of  Emergency  Medicine  as  a  specialty  has  been 
phenomenal  (Figure).  The  specialty  of  Emergency  Medicine 
is  now  one  ot  24  boards  approved  and  endorsed  by  the 
American  Board  of  Medical  Specialties.  The  field  of  emer- 
gency medicine  now  has  16,149  board  certified  diplomates  in 
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the  United  States,  and  there  are  123  Emergency  Medicine 
training  programs.  There  are  similar  programs  in  Canada 
and  in  the  United  Kingdom. 

In  the  United  States  there  is  an  excellent  Society  of 
Academic  Emergency  Medicine.  It  holds  a  large  annual 
meeting  at  which  scientific  papers  are  presented,  and  many 
are  published  in  the  Society's  journal  {Academic  Emergency 
Medicine),  as  well  as  in  regional,  state,  national,  and  interna- 
tional journals  such  as  JAMA  and  The  Lancet. 

This  account  lays  no  claim  to  originality  in  the  area  of 
emergency  medicine  because  many  people  were  interested  in 
this  solution  to  some  of  the  problems  arising  from  great 
progress  in  therapeutics  and  the  care  of  the  wounded  and 
traumatized  patients.  The  emergence  of  Emergency  Medi- 
cine improved  the  skiUs  of  emergency  medical  technicians 
and  led  to  the  development  of  excellent,  freely  available 
resuscitation  units  with  well-equipped  ambulances  and  staff 
Emergency  medicine  physicians  now  have  much  to  be  proud 
of,  including  this  story  of  how  their  specialty  came  about  in 
North  Carolina. 


Postscript 

In  the  issue  oi Academic  Emergency  Medicine,  for  April  2000 
(Volume  7,  Number  4),  one  question  was  asked  of  the  first 
four  presidents  of  the  American  Board  of  Emergency  Medi- 
cine: Dr.  George  Podgorny,  Dr.  John  Wiegenstein,  Dr.  R.  R. 
Hannas,  and  Dr.  Ronald  Krome:  "If  you  could  identify  one 
turning  point  of  our  specialty  in  the  last  25  years,  what  would 
it  be?" 

Their  responses  were  as  follows: 

Dr.  Podgorny:  "A  major  turning  point  for  our  specialty 
in  the  last  25  years  was  recognition  of  the  American  Board  of 
Emergency  Medicine  and  its  criterion-referenced  certifica- 
tion examination." 

Dr.  Wiegenstein:  "The  major  turning  point,  in  my 
opinion,  was  when  we  gained  the  respect  of  the  non- 
emergency physician  representatives  to  the  American  Board 
ofEmergency  Medicine  (ABEM).  They  then  became  strong 
advocates  of  our  cause  and  cheerfijlly  led  interference  for  us 
the  rest  of  the  way." 

Dr.  Hannas:  "The  approval  of  ABEM  as  a  primary 
board  (by  the  American  Board  of  Medical  Specialties)." 

Dr.  Krome:  "Recognition  of  the  Board  as  a  primary 
specialty,  and  the  risk  taken  by  those  physicians  who  elected 
to  take  the  field  test  examination  prior  to  recognition  of  the 
Board.  I  must  include  the  committal  of  the  many  emergency 
physicians  who  contributed  to  the  fianding  of  the  field  test 
and  examination  development  without  any  promise  of  re- 
ward." 


^  A 

Note  from  the  Editor:  In  the  course  of  preparing  this 
article,  Dr.  Alexander  corresponded  with  Dr.  Sandra 
Schneider,  past  president  of  the  Society  of  Academic 
Emergency  Medicine.  With  their  permission,  we  reprint 
the  following  letter,  giving  some  further  perspectives  on 
the  development  of  the  specialty. 

Dear  Dr.  Alexander: 

I  was  very  pleased  to  receive  your  letter  regarding  the 
residency  at  Wake  Forest.  Academic  Emergency  Medi- 
cine has  grown  substantially  in  the  last  several  years.  As 
you  saw,  we  are  now  up  to  122  approved  training 
programs  (the  University  of  Oklahoma  has  recently 
closed  its  program).  We  now  have  57  academic  depart- 
ments of  Emergency  Medicine  and  over  16,000  certified 
Emergency  physicians.  Our  residency  training  programs 
now  have  PGYl  positions  numbering  912. 

According  to  the  records  of  SAEM,  the  first  resi- 
dency program  was  at  the  University  of  Cincinnati  in 
1971.  Yours  was  clearly  a  very  early  program. 

Emergency  Medicine  would  not  exist  today  if  it  were 
not  for  pioneers  like  you  and  others  who  helped  to  form 
our  specialty.  Obviously,  these  early  pioneers  all  came 
from  fields  that  were  often  quite  distant  from  Emergency 
Medicine.  I  was  trained  in  Internal  Medicine  and  am 
probably  the  last  president  of  the  SAEM  whose  original 
training  was  not  as  an  Emergency  physician.  I  recall 
meeting  with  my  own  division  chief  suggesting  the 
concept  of  24-hour  faculty,  and  being  told  I  was  ludi- 
crous. My  chief  felt  it  would  be  a  tremendous  disservice 
to  the  house  staff  to  have  faculty  available  24  hours  a  day 
to  oversee  their  care  and  to  teach  them.  In  addition,  when 
I  suggested  that  I  would  like  to  become  a  full-time  faculty 
member,  doing  full-time  Emergency  Medicine,  he 
laughed  and  asked  me  what  I  would  do  with  the  rest  of 
my  time.  I  beheve  he  has  changed  his  opinions  today  and 
fuUy  embraces  the  concept  of  Emergency  Medicine. 

Emergency  Medicine  has  also  become  extremely 
popular  with  students.  Twenty-two  medical  schools 
now  have  a  mandatory  rotation  in  Emergency  Medicine 
and  almost  every  other  school  offers  an  elective.  Even 
institutions  such  as  my  own,  which  only  a  decade  ago  had 
no  attending  coverage,  now  embrace  EM  and  have 
training  programs. 

Congratulations  on  your  early  success.  Your  institu- 
tion has  helped  forge  a  specialty — and  a  hit  TV  show! 
Sandra  M.  Schneider,  MD,  FACEP 
Professor  and  Chair 
Department  of  Emergency  Medicine 
University  ot  Rochester  Medical  Center 
601  Elmwood  Avenue,  Box  655 
Rochester,  NY  14642 
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EXECUTIVE  DIRECTOR,  Eastern  AHEC 
AND  ASSOCIATE  DEAN  FOR  CME 


Eastern  Area  Health  Education  Center  (EAHEC)  and  the  Brody  School  of  Medicine  at  East  Carolina  University  seek 
nominations  and  applications  for  an  outstanding  individual  to  serve  as  Executive  Director  of  EAHEC  and  Associate  Dean 
for  Continuing  Medical  Education  and  L^istance  Learning.  The  mission  of  EAHEC  is  to  provide  continuing  education  to 
area  health  professionals,  support  community-based  health  profession  student  education,  and  collaborate  with  rural 
communities  and  health  care  facilities  in  acti\'ities  designed  to  enhance  the  health  and  well  being  of  airal  populations. 

Established  in  1974,  EAHEC,  one  of  nine  AHEC  centers  in  Noith  Carolina,  serves  the  23-county  northeastern  region  of 
tlie  state.  Governed  by  a  board  of  directors  with  representation  from  its  constituents,  EAHEC  is  affiliated  witli  East  Carolina 
Univereity  schools  of  Medicine,  Nursing,  and  Allied  Healtli  Sciences,  as  well  as  the  schools  of  Dentistry ,  Phannacy ,  and  Public 
Health  of  the  Uni\'ersity  of  Noitli  Carolina  at  Chapel  Hill.  EAHEC  works  closely  witli  University  Health  Systems  of  Eastern 
Carolina  and  its  affiliate  Pitt  County  Memorial  Hospital. 

Reporting  to  the  Board  of  Directors,  the  Executive  Director  leads  a  staff  of  17  faculty  members  and  24  support  staff,  fosters 
collaboration  with  health  care  agencies  and  community-  leadership  in  developing  new  health  care  initiatives,  and  directs 
planning  and  support  for  community-based  educational  experiences  for  medical  students,  residents  and  other  health  science 
saidents.  In  concert  with  the  North  Carolina  AHEC  Program,  the  Executive  Director  fosters  tlie  link  between  academic 
health  science  centers  and  practicing  community  healtli  professionals. 

The  Associate  Dean  for  CME  and  Distiince  Leaining  has  administrative  responsibHity  for  quality  educational  activities,  which 
are  planned  and  implemented  in  compliance  witli  the  Accreditation  Council  for  Continuing  Medical  Education.  In  keeping 
witli  the  outreach  focus  of  botli  Eastern  AHEC  and  the  Brody  School  of  Medicine ,  tliis  person  is  responsible  for  overseeing 
distance  learning  activities  and  provides  leadership  of  the  Telemedicine  Center. 

Additional  infomiation  may  be  obtained  tlirough  the  following  web  sites: 

wwv>'.  greenviUenc.com:  u'v.'w.uhsKtst.com:  •^'wvv.ecu.edu:  www.med.unc.eduAihec 

Tlie  successful  candidate  will  hold  the  degree  of  doctor  of  medicine  and  be  certified  by  a  recognized  specialty  board.  In 
addition,  the  following  qualifications  are  essential: 

§       demonstrated  leadersliip  as  an  educator,  clinician,  and  administrator 

§       progressive  administrative  experience,  with  responsibilities  as  division  director,  department  chair,  or  unit  head 

where  success  can  be  demonstrated  as  well  as  assessed  from  peer  opinion 
§       sensitivity  to  the  problems  and  needs  of  a  rural  area  and  ability  to  work  collaboratively  with  a  variety  of  health 

care  educators  and  practitioners  in  community  clinics  and  hospitals 
§       commitment  to  academic  excellence,  keeping  abreast  of  teclmological  developments  in  health  care  and 

education,  and  lifelong  learning 
§       flexibility  and  superb  organizational,  communication,  and  negotiating  skills 
§       ability  to  manage  large  budgets  and  exercise  fiscal  responsibiliry 

Send  applications,  nominations,  and  complete  resume  no  later  tlian  December  15, 2000,  to  tlie  chair  of  tlie  search  committee. 
References  will  be  required  upon  request. 


Ralph  Whatley,MD 
Chair,  EAHEC  Search  Committee 

Department  of  Medicine 

Brody  School  of  Medicine  at  ECU 

Greenville,  NC  27858-4354 
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ENSURING       HEALTH      CARE 


Caroliance 

North  Carolina's  Health  Insurance  Cooperative 


for  Small  Businesses  Needs  a  Doctor 


Janice  S.  Lawlor,  MPH,  and  Mark  A.  Hall,  JD 


In  North  Carolina  and  the  rest  of  the  country  over  the  last 
decade,  lack  of  health  insurance  has  been  a  large — and 
growing — problem.  Lack  of  health  insurance  translates  into 
delayed  health  care,  higher  costs  of  treating  more  advanced 
disease,  poorer  health  outcomes,  and  higher  out-ot-pocket 
costs  for  patients  and  their  families.  Nationwide,  the  vast 
majority  (83%)  of  the  uninsured  have  a  job  or  someone  in  the 
family  does.'  The  working  uninsured  are  especially  prevalent 
in  small  firms  and  among  the  self-employed  (60%  of  unin- 
sured workers  are  self-employed  or  work  for  firms  with  fewer 
than  100  employees).' 

Because  of  the  disproportionate  distribution  ot  unin- 
sured workers  in  small  businesses,  federal  and  state  govern- 
ments have  recently  focused  on  making  health  insurance 
available  and  affordable  to  these  firms.  North  Carolina  has 
been  a  leader  in  this  movement.  In  1992,  it  became  one  of  the 
first  states  to  guarantee  small  companies  (presendy  defined  as 
comprising  1-50  employees)  access  to  health  insurance  cov- 
erage at  near-average  rates.  In  1993,  North  Carolina  became 
one  of  the  first  states  to  create  a  state-supported  health 
insurance  purchasing  cooperative.  The  intent  is  to  help  small 
groups  to  obtain  better  health  insurance  packages,  compa- 
rable to  those  generally  available  only  to  larger  groups 
because  of  their  economies  of  scale  and  balanced  risk  pools. 
North  Carolina's  purchasing  cooperative  program  is  called 
CaroUance.  In  this  article  we  report  the  findings  of  a  case 
study  of  the  Caroliance  program  and  its  effects  on  the  small- 
group  market  in  North  Carolina. ' 


Background  and  Methods 

The  information  reported  here  was  derived  from  an  intensive 
seven-state  study,  funded  by  the  Robert  Wood  Johnson 
Foundation,  of  various  insurance  market  reforms.'  Data  for 
North  Carolina  were  obtained  in  two  rounds  of  interviews 


with  representatives  of  the  insurance  industry'  and  state 
regulatory  agencies  (conducted  in  1997  and  1998,  with 
foUow-up  in  1999).  Caroliance  was  discussed  at  14  inter- 
views with  two  representatives  of  the  state  Department  of 
Insurance,  four  representatives  of  two  insurers,  a  Caroliance 
representative,  two  independent  insurance  agents,  one  ben- 
efits administrator,  and  one  insurance  industry  consultant. 
Discussions  were  based  on  an  interview  guide;  subjects  were 
apprised  of  the  purpose  of  the  study  and  promised  anonymity 
to  the  extent  feasible.  Data  were  analyzed  using  both  quali- 
tative and  quantitative  techniques. 

In  1993,  North  Carolina  enacted  legislation  creating  a 
system  of  regional  alliances,  which  small  groups  could  join  on 
a  voluntar}'  basis  in  order  to  purchase  health  insurance.  In  late 
1993,  the  North  Carolina  General  Assembly  appointed  an 
11 -member  State  Health  Plan  Purchasing  Alliance  Board 
(consisting  of  the  Ueutenant  governor,  the  state  insurance 
commissioner  and  nine  other  members,  six  of  whom  repre- 
sent small  business)  to  develop  and  oversee  the  alliance 
system.  An  executive  director,  appointed  in  January  1994, 
hired  three  other  staff  members  over  the  following  year.  The 
State  Alliance  Board  was  charged  with  setting  up  4  to  12 
non-competing  regional  purchasing  alliances,  which  were 
expected  eventually  to  become  self-supporting.  Six  alliances 
were  incorporated  initially,  each  with  a  governing  board  of 
local  small-business  owners,  and  an  executive  director  and 
support  staff.  A  benefits  administration  company  was  hired 
to  help  the  regional  alliances  with  marketing  their  products 
to  small  groups,  enrollment,  premium  billing  and  collection, 
payment  of  agent  commissions,  and  database  maintenance. 
Insurers  were  recruited  to  offer  a  variety  of  standardized 
health  insurance  products  through  independent  health  in- 
surance agents.  Caroliance  began  selling  its  products  in  late 
1995. 

Our  evaluation  of  Caroliance  is  structured  according  to 
its  intended  purposes.  The  main  idea  behind  Caroliance  was 


Ms.  Lawlor  Is  Project  Manager  for  the  Department  of  Public  Health  Sciences,  Wake  Forest  University  School  of  Medicine.  Dr.  Hall  is 
professor  of  law  and  public  health  at  Wake  Forest.  Ms.  Lawlor  can  be  reached  at  336/716-4327  orjlawlor@wfubmc.edu. 
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that  it  would  allow  small  groups  to  pool  their  purchasing 
power  efficiently  and  thereby  reduce  health  insurance 
premiums.  It  was  also  intended  to  offer  employees  a  wide 
choice  of  benefit  plans  and  insurers,  and  to  streamline  the 
process  ot  quoting  premiums.  Finally,  Caroliance  was 
designed  to  make  competition  among  insurers  in  the 
small-group  market  more  equitable  by  requiring  the  sale 
of  standardized  benefit  plans  in  the  alliances,  by  monitor- 
ing clinical  outcomes  and  customer  satisfaction,  and  by 
using  a  risk-adjustment  mechanism  to  spread  the  risk 
evenly  among  participating  insurers.''  It  was  reasoned  that 
having  all  participating  insurers  sell  standardized  benefit 
packages  would  make  it  easier  for  purchasers  to  compare 
products,  and  more  difficult  for  insurers  to  select  only 
"good  risk  clients"  through  benefit  designs  that  would 
discourage  subscribers  with  existing  health  problems. 
Assessment  of  customer  satisfaction  and  other  measures 
of  quality  would  permit  evaluation  of  the  insurers'  perfor- 
mance. Risk  adjustment  would  help  spread  subscriber 
health  risk  evenly  among  insurers  and  thus  encourage 
them  to  concentrate  their  energies  on  administrative  effi- 
ciency and  care  management  instead  of  trying  to  avoid  high- 
risk  subscribers. 

Consideration  of  the  purposes  behind  Caroliance  sug- 
gested the  following  aspects  of  evaluation:  (1)  impact  on 
enrollment  and  product  choice;  (2)  impact  on  premiums;  (3) 
participation  by  and  competition  among  insurers;  and  (4)  the 
views  of  insurance  agents. 


Findings 

Enrollment  and  Product  Choice.  Caroliance  has  struggled  to 
gain  market  share.  Its  enrollment  has  never  amounted  to 
more  than  about  1%  of  the  total  small-group  market  (Table 
1),  and  enrollment  has  declined  substantially  from  its  peak  in 
1997.  Despite  the  disappointing  performance,  Caroliance 
has  offered  a  number  of  important  advantages  in  terms  of 
availability  of  and  choice  in  products  for  hard-to-insure 
groups.  Insurers  are  leery  of  covering  groups  of  five  or  fewer 
employees  because  small  groups  tend  to  be  less  profitable 
(they  often  put  off  purchase  of  health  insurance  until  an 
expensive  health  care  need  is  imminent,  and  the  per-person 
cost  of  administration  and  marketing  is  higher).  Table  2 
shows  that  groups  purchasing  through  Caroliance  have  been 
primarily  in  this  underserved  market  segment,  and  that  group 
size  has  decreased  significantly  in  recent  years. 

Groups  purchasing  new  coverage  through  Caroliance 
are  more  Ukely  to  have  previously  been  uninsured  than 
groups  purchasing  new  coverage  in  the  outside  market.  In 
1996,  1997,  and  1998,  more  than  50%  of  new  business  in 
Caroliance  was  with  the  uninsured  (those  who  had  no  group 
coverage  in  the  prior  30  days);  this  is  twice  the  rate  (20-25%) 
in  the  outside  market.  A  Carohance  representative  suggested 


Table  1 .  Comparison  of  enrollment  through  Caroliance 
or  outside  market  insurers 


Caroliance 

Groups 

Lives 


1996  1997  1998*      1999* 


453  1,150  900         913 

1,616  4,300  4,000      2,500 


Outside  market 

Groups  63,933        66,784        71,049  NA 

Lives  689,297     552,853      627,647  NA 

*As  of  mid-year  for  Caroliance;  all  other  enrollment  totals  are  as  of  year- 
end. 

Lives  =  Employees  plus  dependents;  NA  =  Not  available 
Source:  Caroliance  enrollment  data  provided  by  the  State  Health  Plan 
Purchasing  Alliance  Board;  outside  market  enrollment  data  from  the 
North  Carolina  Small  Employer  Group  Health  Insurance  Annual  Activity 
Report  1992-1998,  North  Carolina  Department  of  Insurance,  Life  and 
Health  Division. 


that  this  represented  an  entry  point  into  the  health  insurance 
system  for  new  businesses,  since  Caroliance  was  more  lenient 
about  how  long  a  business  had  to  be  in  operation  to  qualify 
for  coverage.  This  same  representative  thought  that,  once 
groups  have  initial  coverage,  they  leave  Carohance  for  the 
outside  market. 

Another  notable  characteristic  of  Caroliance  is  its  large 
proportion  of  guaranteed-issue  business  (coverage  an  insurer 
must  offer  to  any  small  group  regardless  of  the  group's  health 
status).  During  its  first  year,  Caroliance  reported  that  75%  of 
its  groups  were  classified  as  guaranteed-issue,  in  contrast  to 
only  4%  for  the  outside  market.  Since  1997,  Carohance 
continued  to  report  that  65-70%  of  its  groups  were  guaran- 
teed-issue, compared  to  3%  for  outside  insurers. 


Table  2.  Comparison  of  average  group  size 

1996  1998/99* 


Caroliance 
Employees 
Lives 

Outside  Market 
Employees 
Lives 


2.2 
3.6 


5.7 
10.8 


1.7 
2.7 


5.1 
8.8 


*As  of  8/99  for  Caroliance  and  1 2/98  for  the  outside  market;  1 996 
is  as  of  12/96 

Lives  =  Employees  plus  dependents 

Source:  Caroliance  data  provided  by  the  State  Health  Plan  Purchas- 
ing Alliance  Board;  outside  market  enrollment  data  from  the  North 
Carolina  Small  Employer  Group  Health  Insurance  Annual  Activity 
Report  1 992-1 998,  North  Carolina  Department  of  Insurance,  Life  and 
Health  Division. 
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Caroliance  has  been  able  to  offer  better  selections  to 
high-risk  groups.  North  Carolina's  original  small-group  law 
required  that  insurers  offer  two  health  insurance  products  to 
all  small  groups  that  applied,  regardless  of  health  status.  The 
state-mandated  benefits  consisted  of  a  basic  plan  (with 
minimum  benefits)  and  a  standard  plan  (with  benefits  ap- 
proximating traditional  indemnity  coverage).  Premiums  were 
subject  to  state  rating  restrictions.  When  it  began  operation, 
Caroliance  was  allowed  to  offer  only  these  so-caUed  statutory 
products,  even  though  they  had  not  been  popular  because  of 
high  cost  and  a  perception  of  inferior  benefits.  But  Caroliance 
soon  added  a  "select"  product  that  was  comparable  to  the 
comprehensive  coverage  available  in  the  outside  market. 

Caroliance  was  required  to  offer  its  products  to  any 
group  interested  in  buying,  although  rates  for  less  healthy 
groups  were  higher;  insurers  selling  in  the  outside  market  had 
to  offer  higher-riskgroups  only  the  stamtory  plans.  Caroliance 
thus  offered  less  healthy  groups  a  more  attrac- 
tive benefit  package  than  they  could  find  in  the 
outside  market.  Caroliance  also  was  more  active 
in  marketing  its  guaranteed-issue  products. 

Caroliance's  advantage  largely  disappeared 
in  July  1997  with  enactment  of  the  Health 
Insurance  Portability  and  Accountability  Act 
(HIPAA).  This  federal  law  requires  that  insur- 
ers offer  all  their  plans,  on  a  guaranteed-issue 
basis,  to  groups  with  2-50  workers.  Thus,  some 
groups  who  previously  were  only  offered  statu- 
tory plans  could  find  other  plans  instead.  In- 
deed, the  total  number  of  groups  buying  statu- 
tory plans  in  the  regular  market  dropped  by  22% 
between  1996  and  1998,  and  the  number  of 
groups  buying  non-statutory  plans  rose  by  12%. 

Caroliance  still  offers  greater  choice  for  the 
self-employed  (also  called  "groups  of  one"), 
who  are  not  covered  by  the  new  federal  law.  North  Carolina 
law  requires  only  that  insurers  offer  the  two  statutory  plans  to 
groups  of  one,  but  Caroliance  offers  the  more  comprehensive 
plan  as  well.  However,  even  this  advantage  is  lessened  by  the 
fact  that  Blue  Cross,  now  the  primary  insurer  in  Caroliance, 
voluntarily  issues  additional  plans  to  the  self-employed  pur- 
chasing in  the  outside  market. 

Caroliance  allows  individual  employees  to  choose  among 
different  insurers  and  plans,  in  contrast  to  the  outside  market 
where  insurers  require  small  employers  to  give  them  all  or 
none  of  their  business.  This  advantage  is  diminished,  how- 
ever, by  four  factors:  (1)  The  employee-choice  feature  is 
much  less  significant  to  companies  with  1-3  workers  where 
there  is  little  distinction  between  the  employer's  and  the 
employees'  choices  (employer  and  employees  may  well  be 
part  of  the  same  family).  (2)  Caroliance  now  has  only  one 
insurer  operating  statewide  (Blue  Cross).  Thus,  only  the 
largest  cities  offer  the  possibility  of  a  selection  of  insurers,  and 
even  then  the  selection  is  very  small.  (3)  Employers  can  opt 


"Having  to 
understand  and 
negotiate  the  claims 
systems  of  multiple 
carriers  can  be  time- 
consuming.  It  has 
been  reported  that 

some  very  small 

employers  pressure 

all  their  employees  to 

choose  the  same  plan 

for  this  reason." 


out  of  the  employee-choice  feature  if  they  pay  70%  or  more 
of  the  premium.  And  (4)  some  of  the  smallest  employers  find 
the  choice  feature  burdensome.  The  Caroliance  benefits 
administrator  does  not  handle  claims  problems,  so  this  task 
often  falls  to  the  business  owner.  Having  to  understand  and 
negotiate  the  claims  systems  of  multiple  carriers  can  be  time- 
consuming.  It  has  been  reported  that  some  very  small  em- 
ployers pressure  all  their  employees  to  choose  the  same  plan 
for  this  reason.  These  four  factors  have  resulted  in  fewer  than 
5%  of  Caroliance  groups  enroll  with  more  than  one  insurer. 
A  final  notable  characteristic  of  Caroliance  is  that  its 
subscribers  have  overwhelmingly  chosen  fee-for-service 
plans — indemnity  and  preferred  provider  arrangements — 
over  managed  health  care  plans  (health-maintenance  or 
point-of-service).  In  sharp  contrast  to  purchasing  coopera- 
tives in  other  states,  where  enrollment  is  overwhelmingly  in 
health-maintenance  organizations,  more  than  80%  of 
Caroliance  enrollment  has  been  in  indem- 
nity or  preferred  provider  options.  This  is 
true  for  both  healthy  and  sick  groups  and 
may  reflect  the  weakness  of  health  mainte- 
nance organization  provider  networks  in  ru- 
ral areas.  Low  enrollment  in  managed  care 
also  may  reflect  a  relatively  sicker  health 
status  of  Caroliance  groups,  although  there  is 
disagreement  on  this  point.  Less  restrictive 
fee-for-service  plans  may  attract  sicker  sub- 
scribers, who  are  more  attached  to  their 
doctors  and  are  less  willing  to  switch  to  a  new 
provider  in  a  managed  care  network.' 


Premiums.  Insurance  agents  in  North  Caro- 
lina and  around  the  country  have  told  us  that 
small  groups  are  very  price-sensitive,  and  will 
often  switch  carriers  to  save  just  a  few  dollars 
per  employee.  This  is  particularly  true  because  of  the  port- 
ability of  coverage  resulting  from  state  and  federal  reforms. 
This  puts  Caroliance  at  a  clear  disadvantage  because  of  its 
higher  rates.  Agents  say  that  Caroliance  is  usually  more 
expensive  than  outside  options,  even  for  policies  issued  by  the 
same  insurer.  Some  states  do  not  allow  insurers  to  charge 
more  for  the  same  coverage  sold  through  the  state's  purchas- 
ing alliancethan  through  the  outside  market,  but  this  is  not 
the  case  in  North  Carolina.  There  are  occasional  reports  of 
favorable  prices  through  Caroliance  (one  subject  told  of  a 
17%  discount),  but  the  prevailing  opinion  is  that,  more  often 
than  not,  healthy  groups  get  better  prices  in  the  outside 
market.  This  was  confirmed  by  an  internal  study  by  Caroliance. 
The  price  differential  is  driven  by  the  health  status  of  the 
enrolled  population.  If  Caroliance  is  to  be  successfiil,  it  needs 
a  strong  base  of  healthy  groups  who  will  contribute  premi- 
ums but  not  add  substantially  to  medical  costs.  When  there 
is  an  imbalance  between  healthy  and  less  healthy  groups,  the 
healthier  groups  purchase  outside  because  prices  are  lower; 
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this  causes  prices  for  those  remaining  to  escalate,  driving  even 
more  healthy  groups  away.  As  mentioned  previously, 
Caroliance  has  appealed  to  groups  that  pose  higher  financial 
risks  for  the  insurers.  These  groups  are  attracted  by  the  select 
products  and  the  more  welcoming  response  they  receive  firom 
Caroliance.  Some  subjects  also  say  these  groups  are  steered 
to  Caroliance  by  agents  trying  to  protect  favored  insurers  in 
the  outside  market  from  high-cost  business,  an  illegal  prac- 
tice called  field  underwriting. 

Caroliance  has  been  notably  unsuccessful  in  attracting 
healthy  groups.  One  important  reason  is  the  pricing  system 
used  by  the  benefits  administrator.  Insurers  in  the  outside 
market  use  at  least  three  tiers  of  rates  (guaranteed  issue, 
standard,  and  low  risk),  and  many  use  five  or  six  tiers,  but 
Carohance  has  generally  used  only  two  rates  (guaranteed 
issue  and  standard).  This  simplifies  the  underwriting  process 
so  that  quotes  can  be  provided  more  quickly,  but  the  negative 
effect  of  making  fewer  risk  distinctions  is  to  drive  the 
healthiest  groups  to  the  outside  market  where  "preferred" 
rates  maybe  20%  less  than  standard  rates.  Similarly,  Caroliance 
has  until  recendy  used  blended  famUy  rates,  which  make  no 
distinction  based  on  the  number  of  children  in  a  family.  As 
a  result,  smaller  families  have  found  it  cheaper  to  purchase 
coverage  in  the  outside  market. 

The  problem  of  competitive  rates  is  exaggerated  by  the 
fees  added  to  the  premiums  paid  by  Caroliance  subscribers. 
Each  employer  group  that  joins  Caroliance  must  pay  an 
annual  membership  fee,  as  well  as  a  monthly  administrative 
fee  according  to  group  size.  The  fees  are  a  revenue  source  for 
the  regional  alliances,  but  they  increase  the  effective  market 
price  at  a  time  when  Caroliance  is  already  at  a  relative 
disadvantage  in  the  market. 

Insurer  Participation  and  Competition.  Health  insurance  pur- 
chasing cooperatives  became  prominent  during  the  early 
1990s,  at  a  time  of  intense  discussion  about  health  care 
reform  at  the  federal  and  state  levels.  Many  stakeholders  and 
public  policy  analysts  saw  alliances  as  market-based  solutions 
to  the  growing  numbers  of  uninsured,  particularly  among 
employees  of  small  businesses.  Alliances  were  more  palatable 
to  various  special  interests  than  a  government  insurance 
system,  which  appeared  likely  if  nothing  else  were  done.  In 
North  Carohna,  as  in  many  other  states,  the  idea  of  insurance 
purchasing  alliances  for  small  businesses  gained  bipartisan 
support  among  elected  officials,  and  the  backing  of  insurance 
industry  and  business  groups.  Lt.  Governor  Dennis  Wicker 
championed  the  idea  in  Raleigh. 

Several  major  commercial  insurers  and  nonprofit  Blue 
Cross  and  Blue  Shield  were  involved  in  early  discussions 
about  the  design  of  this  new  entity.  Several  for-profit  man- 
aged care  companies  publicly  supported  the  alliance  concept 
as  it  was  being  formulated.  In  1995,  14  health  plans  re- 
quested applications  to  sign  up  as  "accountable  health  carri- 
ers." However,  only  six  insurers  actually  completed  the 


enrollment  process  when  Caroliance  started  selling  to  small 
employers  in  November  1995,  and  only  two  offered  their 
products  in  all  six  regions  of  the  state.  The  number  of 
participating  insurers  subsequently  dwindled,  so  that  by  mid- 
1999  only  Blue  Cross  was  selling  statewide  and  one  other 
company  was  selling  in  a  limited  region.  Only  two  health 
maintenance  organizations  have  participated  in  Caroliance 
and  neither  across  the  whole  state. 

Various  explanations  have  been  offered  to  explain  the 
low  rate  of  participation  by  insurers.  On  the  political  front, 
the  national  push  for  comprehensive  health  care  reform  lost 
steam  with  the  failure  of  the  Chnton  reform  plan,  so  insurers 
no  longer  felt  compelled  to  support  the  alliance  as  an 
alternative  to  government  insurance.  Blue  Cross  has  contin- 
ued to  participate,  perhaps  because  of  its  special  ties  to  state 
government  and  its  history  as  an  institution  with  a  broader 
social  mission.  On  the  business  front,  insurers  have  viewed 
the  alliance  system  with  skepticism.  They  complain  that, 
contrary  to  predictions,  Caroliance  has  not  streamlined  the 
process  of  enrolling  and  administering  small  groups  and  thus 
reduced  administrative  costs.  Signing  up  business  through 
the  alliances  actually  takes  more  work  since  the  Caroliance 
products  do  not  mesh  well  with  existing  administrative 
systems.  The  size  of  the  Carohance  book  of  business  is  too 
small  to  justify  changing  the  internal  systems  of  insurance 
companies.  They  are  reluctant  to  sign  up  Carohance  business 
because  they  see  it  as  high-risk  and  unprofitable.  Some 
companies  do  not  trust  the  delegated  underwriting  decisions 
made  by  the  Caroliance  benefits  administrator.  Others  com- 
plain that,  despite  the  attempts  of  Caroliance  to  identify  an 
existing  risk-adjustment  methodology  that  would  satisfy 
insurers'  concerns,  no  suitable  mechanism  has  been  imple- 
mented. Companies  say  that  Caroliance  discourages  healthy 
customers  from  purchasing  because  its  underwriting  system 
keeps  this  segment  from  getting  the  fiiUest  allowable  dis- 
count. Moreover,  some  insurers  see  the  employee-choice 
feature  as  an  invitation  to  adverse  selection,  since  in  theory  an 
insurer  can  be  left  with  the  sicker  members  of  a  group  if  the 
healthier  members  choose  a  competing  plan. 

Marketing  and  publicity  during  the  startup  phase  of 
Caroliance  may  have  scared  away  some  insurers  and  created 
the  self-fijlfiUing  impression  that  it  has  largely  high-risk 
customers.  News  articles  based  on  press  releases  emphasized 
the  fact  that  Carohance  was  available  for  employers  who  had 
difficulty  finding  coverage  elsewhere,  implying  that  Caroliance 
was  targeted  at  high-risk  groups.  At  the  same  time,  the 
benefits  administrator  never  fully  developed  a  marketing 
plan  that  would  attract  a  balanced  complement  of  risks  to 
Carohance,  although  this  was  initially  envisioned.  Instead, 
fragmented  marketing  was  carried  out  by  the  regional  offices. 
Finally,  some  insurers  reportedly  left  Carohance  because  of 
unrelated  changes  in  their  business  strategies.  Others,  namely 
managed  care  plans,  say  that  the  lack  of  physician  networks 
in  rural  North  Carohna  is  one  reason  they  do  not  participate. 
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Health  Insurance  Agents'  Participation.  Caroliance  has  had  a 
mixed  reception  from  health  insurance  agents.  Its  relation- 
ship with  agents  got  off  to  a  rocky  start  because  CaroUance 
planners  initially  considered  direct  sales.  Even  after  Carohance 
made  it  clear  that  it  welcomed  rank-and-file  agents  and  that 
it  would  sell  only  through  independent  agents,  there  was 
strong  opposition  by  managing  general  agents,  who  are 
influential  professional  leaders.  Managing  general  agents 
opposed  Caroliance  because  it  does  not  pay  them  "override" 
commissions  tor  recruiting  and  supervising  field  agents. 
There  also  is  a  perception  that  state  funding  gave  Caroliance 
an  unfair  advantage  over  the  private  sector,  and  that  the 
purchasing  cooperative  creates  more  complication  and  ex- 
pense by  introducing  an  unnecessary  intermediary  between 
insurers  and  purchasers.  Some  agents  have  been  afraid  that 
Caroliance  would  cut  them  out  of  the  sales  loop  since  nothing 
in  the  legislation  requires  their  participation.  Agents  say  that 
Caroliance  premiums  are  too  high,  blaming  the  two-tier 
rating  system  mentioned  above.  One  source  noted  that,  even 
when  Caroliance  prices  are  competitive,  employers  have 
been  swayed  toward  outside  policies  by  added  "perks,"  such 
as  a  small  amount  of  term  life  insurance  thrown  in  "for  free." 
By  law,  Caroliance  cannot  add  such  incentives  to  its  products 
or  sell  anything  other  than  health  insurance. 

Another  deterrent  to  agents  is  that,  tor  several  years, 
Carohance  paid  commissions  of  only  about  5%,  compared  to 
the  8-10%  available  elsewhere.  One  observer  noted  that 
seUing  Caroliance  policies  requires  a  change  in  business 
philosophy  from  what  most  agents  are  used  to;  money  can  be 
made,  but  it  is  "fast  nickels,  rather  than  slow  dimes."  Insurers 
generally  view  Carohance  business  as  guaranteed-issue  busi- 
ness (even  though  a  portion  of  it  does  pass  underwriting),  so 
they  set  their  Carohance  commissions  at  the  5%  level  to 
reflect  the  expected  lower  profitabiUty  of  guaranteed-issue 
products.  Insurers  also  justity  lower  commissions  by  saying 
that  it  is  less  work  for  agents  to  sell  through  Carohance, 
although  some  agents  disagree,  saying  that  the  employee- 
choice  feature  confiises  employers  and  employees,  and  re- 
quires agents  to  spend  more  time  explaining  the  Carohance 
system  and  handling  claims  and  billing  disputes. 

Other  agents  have  found  Carohance  usefiil.  Many  hesi- 
tate to  bring  high-risk  business  to  their  favored  insurers,  and 
Caroliance  provides  an  easy,  alternative  coverage  for  these 
groups.  Agents  have  found  that  Carohance  is  one  of  the  few 
places  where  the  self-employed  can  purchase  comprehensive 
group  coverage.  Other  beneficial  aspects  are  fast  rate  quotes, 
easy  comparison  of  products,  and  the  availabihty  of  compre- 
hensive, "select"  products  for  higher  risk  chents.  Because  of 
its  relative  simphcity,  Caroliance  is  reportedly  more  success- 
flil  with  agents  who  sell  health  coverage  only  occasionally, 
and  so  are  less  knowledgeable  about  all  of  the  offerings  in  the 
market.  Also,  Carohance  allows  agents  who  are  not  other- 
wise registered  with  an  insurer  to  sell  its  products. 


Discussion 

Caroliance's  most  notable  advantage  is  that,  prior  to  HIPAA, 
it  was  the  only  way  that  high-risk  small  groups  could  get 
comprehensive  coverage.  Following  enactment  of  HIPAA, 
this  remains  true  tor  the  self-employed.  Carohance  provides 
easy  comparison  shopping,  because  it  seUs  standardized 
products  and  it  provides  quick  quotes  through  its  simplified 
underwriting  system.  But  Caroliance  has  not  succeeded  in 
attracting  a  large  enrollment,  offering  lower  prices,  providing 
a  broad  selection  of  insurers,  or  providing  quahty-based 
comparison  measures.  Instead  it  has  functioned  as  a  de facto 
high-risk  pool  for  groups  that  the  outside  market  wants  to 
avoid:  the  sick,  very  small  groups,  and  new  businesses. 

In  its  fifth  year  of  sales,  Carohance  is  strugghng  to 
survive.  It  has  made  significant  changes  in  its  operations  in 
order  to  be  more  efficient,  enhance  its  revenue  (it  is  no  longer 
subsidized  by  the  state)  and  appeal  more  to  insurers,  agents 
and  the  healthier  groups  it  needs.  It  has  consohdated  the 
regional  aUiances  into  one  statewide  alhance.  It  has  raised 
administrative  fees  charged  to  member  small  employers.  It 
has  implemented  a  five-tier  underwriting/rating  system  that 
recognizes  more  gradations  of  health  status  and  thus  gives 
lower  rates  to  healthier  groups.  (Some  informed  observers 
speculate  that  Carohance  wiU  never  be  able  to  offer  quotes  for 
prime  business  as  low  as  the  outside  market,  because  insurers, 
leery  of  getting  too  many  less-healthy  clients  through 
Carohance,  inflate  their  Carohance  rates  to  account  for  the 
expected  higher  costs.  This  practice  is  of  questionable  legal- 
ity, since  rating  rules  require  insurers  to  use  the  same  rating 
structure  for  all  of  their  small-group  business.)  Rates  for 
famihes  are  now  tiered  to  account  for  differences  in  family 
size.  Carohance  has  agreed  to  allow  Blue  Cross  to  sell  not 
only  the  standardized  products  but  also  some  custom  Blue 
Cross  products,  which  the  insurer  says  will  be  more  admin- 
istratively efficient  for  it  to  sell. 

In  making  concessions  about  rates  and  product  hnes, 
Carohance  has  reluctantly  given  up  some  of  its  distinctive 
features  and  succumbed  to  the  realities  of  the  market's 
current  structure.  Instead  of  reforming  the  market,  Carohance 
has  largely  come  to  mimic  the  market.  But  even  with  these 
adjustments,  a  large  increase  in  enrollment  seems  unlikely  as 
long  as  the  basic  market  rules  remain  unchanged.  National 
observers  of  health  insurance  purchasing  cooperatives  have 
noted  that  there  is  no  inherent  advantage  to  insurers  to  "put 
themselves  in  the  kind  of  direct  head-to-head  competition" 
that  participation  in  a  purchasing  cooperative  involves.  Until 
market  rules  mandate  the  sale  of  small-group  insurance 
through  a  collective  arrangement,"  it  is  unlikely  that  C  arohance 
wiU  have  the  clout  to  attract  more  insurers.  In  the  current 
environment,  insurers  can  influence  healthier  groups  to 
purchase  products  outside  Carohance  because  flexible  rating 
rules  allow  lower  rates  for  comparable  products  purchased 
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outside  the  alliance,  and  because  of  allowed  variations  such 
as  commissions  and  product  selection. 

Conclusion 

Caroliance  has  improved  and  made  accessible  the  health 
insurance  packages  offered  to  high-risk  small  groups.  How- 
ever, North  Carolina's  health  insurance  purchasing  coopera- 
tive has  not  harnessed  the  power  of  group  purchasing  to  bring 
down  premiums  or  to  effect  other  improvements  tor  ail 
small-group  purchasers.  The  rate  ot  non-insurance  among 
small-group  workers  in  North  Carolina  has  not  dropped 
since  Caroliance  began  operating.  The  challenge  is  to  find 
ways  to  make  coverage  more  affordable  for  all  small-group 
workers  and  their  families,  especially  those  who  have  been 
priced  out  of  the  market. 
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Carolina  Physician's  Bookshelf 


Edward  C.  Halperin,  MD,  Book  Review  Editor 


Time  to  Heal:  American  Medical  Education  from  ttie  Turn 
of  the  Century  to  the  Era  of  Managed  Care 

by  Kenneth  M.  Ludmerer 

Oxford  University  Press,  1999.   $29.95. 

Reviewed  by  Conrad  C.  Fulkerson,  MD 

This  massive  yet  highly  approachable  book  offers  a  clear, 
authoritative  view  of  US  medicine  today.  It  brings  remark- 
able focus  to  the  strong  and  undeniable  feeling  that  some- 
thing in  the  house  of  medicine  has  gone  seriously  awry. 

How  often  have  we  physicians  tried  to  tell  patients, 
friends,  or  colleagues  that  American  medicine  is  in  imminent 
danger?  And  how  often  have  we  struggled  to  speak  about 
what  is  often  little  more  than  an  intuitive  conviction?  We  can 
recite  the  worrisome  examples,  events,  and  changes  in  medi- 
cine, but,  listening  to  ourselves,  we  wonder  whether  we  are 
just  whining  about  small,  incremental  "corrections"  or 
"restructurings"  or  "reforms."  Dr.  Ludmerer's  perspective, 
documentation,  and  brilliant  intellect  leave  no  doubt  that  we 
are  wdtnessing  a  massive,  accelerating  change  in  medicine. 
He  profoundly  confirms  our  intuition:  we  are  in  the  midst  of 
the  greatest  crisis  to  confront  our  profession  in  at  least  a 
century. 

True,  in  recent  years  there  has  been  no  lack  of  discussion 
about  and  criticism  (constructive  and  otherwise)  of  medicine. 
Rarely,  however,  has  the  conversation  risen  beyond  the 
cacophony  of  shallow  self-interest.  Until  now.  Ludmerer 
superbly  weaves  together  his  experience  as  a  physician,  as  an 
educator  and  academician,  and  as  a  historian  to  construct  a 
vivid  "big  picture"  view  of  the  problems  with  which  we 
struggle.  He  emerges  from  the  pages  in  the  guise  of  what  the 
anthropologists  call  an  "informant"  -  some  one  who  knows 
a  culture  intimately  and  can  articulately  communicate  that 
culture  to  others. 

Ludmerer  traces  American  medical  education  from  the 
late  19*  century  through  the  end  of  the  20th.  His  extensive 
references  build  a  cumulative  credibility  and  authority  with- 
out detracting  from  what  is  a  totally  engaging  story  of  how 
American  medicine  moved  from  19*  century  proprietary 


medical  schools,  through  the  sea  change  of  the  Flexner 
report,  to  the  construction  of  a  massive  system  of  education, 
research,  and  care  unparalleled  in  history,  medical  or  other- 
wise. Ludmerer  integrates  the  story  into  the  background  of 
the  times  with  great  skill,  portraying  the  periods  before, 
during  and  after  World  War  II;  the  ascendancy  of  research; 
the  rise  of  Medicare  and  Medicaid;  the  civil  rights  move- 
ment; our  changing  life  patterns  and  demographics,  and  the 
decades  of  economic  abundance  culminating  in  a  frontal 
assault  on  ever-rising  medical  costs.  In  describing  the  era  of 
managed  care,  he  carefuUy  delineates  parallels  as  well  as 
differences  with  the  era  of  proprietary  medicine  in  the  late 
1800s. 

Throughout  the  historical  review  he  interweaves  the 
stories  of  the  people  and  places  that  exemplify  the  20th 
century  in  American  medicine:  the  great  medical  centers,  the 
pioneer  researchers,  the  venerated  professors  and  teachers. 
He  describes  medical  student  hfe  and  the  rise  of  post- 
graduate medical  education.  These  accounts,  drawn  from 
historical  documents,  are  well-referenced,  aptly  annotated, 
and  easHy  accessible  to  the  reader.  Overall,  I  found  this  a 
thrilling,  sometimes  nostalgic,  and  always  readable  account. 
The  reading  has  given  me  a  profoundly  richer  understanding 
of  the  "good  old  days,"  many  of  which,  it  seems,  are  worthy 
of  fond  remembering. 

Coming  to  the  last  few  decades  and  the  recognizable 
beginnings  of  today's  turmoil,  Ludmerer's  balanced  picture 
of  contributing  forces  and  issues  fiirther  strengthens  the 
authority  of  his  work.  Medicine  came  to  rely  on  having  ever- 
increasing  resources.  When  these  began  to  dvvindle,  aca- 
demic medical  centers  undertook  the  relentless  pursuit  of 
revenue  from  clinical  services,  neglecting  medical  education 
and  research  and  failing  to  be  keenly  vigilant  about  the  quality 
of  care  and  patients'  interests.  Society,  with  some  justifica- 
tion, recanted  its  impUcit  contract  with  academic  medical 
centers  to  educate  the  kind  of  physicians  needed  by  society, 
to  guard  the  quality  of  care,  and  to  ftirther  knowledge. 
Ludemer's  central  theme  -  that  society  has  a  social  contract 
with  the  enterprise  of  medicine  -  carries  through  the  book 
and  provides  the  organizing  principle  that  gives  this  work 
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true  and  credible  perspective.  The  principle  of  the  social 
contract  and  the  idea  ot  medicine  as  a  public  trust  also  ofFer 
a  blueprint  for  future  action  needed  to  preserve  medicine's 
quality,  integrity,  and  value  to  the  public. 

This  book  is  not  aimed  solely  at  medical  educators, 
academicians,  or  the  political  leaders  of  organized  medicine, 
although  it  certainly  does  speak  to  them.  Ludmerer  makes  a 
convincing  argument  that  "medical  education  and  medical 
practice  are  inextricably  linked,"  that  the  academic  center  is 
every  physician's  "family  of  origin,"  shaping  our  values,  our 
skills,  and  our  attitudes,  and  laying  the  foundation  for  our 
professional  lives.  A  vigorous,  responsible  academic  center 
can  discover  new  treatments,  provide  continuing  education, 
train  the  new  generations  ot  men  and  women  to  whom  we 
will  entrust  our  patients  and  ourselves,  and,  as  they  have  for 
more  than  one  hundred  years,  assist  in  the  care  of  the  most 
challenging  and  complex  diseases.  The  dilemma  faced  by 
modern  academic  medical  centers  is  the  story  of  our  profes- 
sional culture  and  family  -  so,  it  is  our  story.  The  crises  of 
medical  education  are  our  crises.  That  perspective  makes  this 
not  just  a  book  for  completed  physicians,  but  one  for  current 
medical  students  and  other  health  professionals.  When  I 
discussed  it  recendy  with  a  group  of  medical  educators,  one 
proposed  that  every  medical  student  read  and  discuss  it  in  the 
course  of  his  or  her  undergraduate  studies. 

Some  additional  notes:  Time  to  Heal  has  400  pages  of 
text  and  100  pages  ot  references  and  notations.  The  latter  are 
especially  accessible  because  the  top  of  each  reference  page 
notes  the  pages  of  text  to  which  the  references  are  linked.  It 
is  the  most  reader-friendly  academic  treatise  that  I  have  read. 
The  writing  is  lively,  articulate,  and  entertaining. 

Dr.  Ludmerer  is  no  ivory-tower  pontificator.  For  ex- 
ample, amidst  the  huge  concepts  such  as  the  social  contract 
between  medicine  and  society,  the  day-to-day  life  of  students 
and  physicians  is  regularly  and  thoughtftilly  addressed.  The 
author's  position  -  that  there  is  an  absolute  need  for  adequate 
time  to  learn,  to  reflect,  and  to  provide  patient  care  -  is  amply 
developed.  And  Dr.  Ludmerer  recognizes  that  we  have 
probably  exceeded  the  limits  in  squeezing  down  the  time 
needed  tor  quality  learning  and  practice. 

I  strongly  recommend  Time  to  Heal  to  all  physicians, 
students,  leaders  and  policy-makers  in  medicine.  This  book 
would  be  a  wonderful  vehicle  tor  discussion  at  medical 
society  meetings,  a  superb  gift  for  a  colleague  or  a  student  - 
or  any  thoughtfiil  observer  of  the  American  health  care  scene 

-  and  an  absolute  necessity  for  the  libraiy  of  any  practice  or 
hospital.  Kenneth  Ludmerer  shows  us  where  we've  been, 
outhnes  the  internal  and  external  forces  that  have  shaped  our 
profession,  and  clarifies  the  nature  of  our  current  turmoil.  He 
helps  us  to  look  at  ourselves  in  a  way  that  actually  lets  us  see 
ourselves.  His  meticulous  analysis  is  strengthened  by  the  map 
it  provides  for  a  future  ot  quality  medical  education  and  care 

-  and  the  pitfalls  that  await  if  we  delay. 


Briefly  Noted 


How  We  Believe:  The  Search  for  God  in  an  Age  of  Science 

By  Michael  Shernner 

New  York,  NY:  W.  H.  Freeman  and  Co.,  2000.  $24.95. 

I  saw  a  brief  notice  for  this  book  in  Scientific  American 
and  went  out  and  picked  up  a  copy.  Michael  Shermer,  the 
author,  has  gone  through  multiple  crises  of  faith  in  his  life. 
He  has  been,  at  various  times,  a  skeptic,  a  born-again 
Christian,  an  atheist,  and  an  agnostic. 

Whatever  Shermer's  beliefs  at  the  moment,  they  don't 
inappropriately  influence  this  book.  He  provides  the  reader 
with  a  fair-minded  review  of  the  arguments  for  and  against 
the  existence  of  God.  Furthermore,  he  considers  how  these 
arguments  might  be  modified  or  interpreted  as  a  function  of 
objective  knowledge  and  the  scientific  age.  In  essence,  Shermer 
argues  that  one  has  no  right  or  intellectual  justification  to 
resort  to  "scientific"  explanations  tor  the  existence  or  nonex- 
istence of  god.  If  one  chooses  to  believe  in  God  because  of 
faith,  well  and  good.  One  should  not,  however,  argue  that  our 
current  understanding  of  astronomy,  biology,  or  chemistry 
provides  some  justification  for  a  believe  in  a  divine  purpose 
and  a  supreme  being. 

I  think  physicians  who  grapple  with  issues  ot  taith  and 
beUet,  in  either  their  personal  or  their  medical  lives,  wUl  find 
this  book  well  worth  the  investment  in  time.  -  ECH 

Anesthesiology  in  the  Academic  Medical  Center:  Place 
and  Promise  at  the  Start  of  the  New  Millennium. 

By  J.  G.  Reves,  MD,  and  N.  M.  Greene,  MD 
Philadelphia,  PA:  Lippincott  Williams  and  Wilkins,  2000. 
International  Anesthesiology  Clinics  Series,  No.  38(2), 
Spring  2000.  $66.00 

Did  you  ever  read  a  book  and  wonder  what  the  author 
majored  in  in  college?  After  reading  this  carefully  crafted  and 
thoroughly  well-written  book,  in  which  each  paragraph 
begins  with  an  unequivocal  topic  sentence,  I  couldn't  help  but 
wonder  who  trained  Reves  and  Greene  as  writers.  You'll  find 
no  flowery  prose  here,  or  sweeping  statements.  Rather,  this 
is  a  working  document  which  carefully  reviews  the  role  ot 
anesthesiolog)'  in  the  academic  medical  center,  research 
funding  for  the  disciphne,  manpower  decisions,  and  fiinding 
issues  tor  the  specialty. 

One  of  the  more  interesting  sections  of  the  book  consid- 
ers the  role  of  leadership  in  the  academic  medical  department 
and  the  future  of  academic  medicine.  Based  on  a  25-year-old 
book  by  Greene,  Reves  and  Greene  have  updated  and 
expanded  the  initial  work.  This  little  monograph  wiU  interest 
both  anesthesiologists  and  other  academic  physicians.  (By 
the  way,  Reves  majored  in  English.)  -  ECH 
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Chapel  Hill  27514 
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Erin  Bialas  (STUDENT),  136-A 
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Room  177,  Durham  27710 

WiUiam  CarroU  Blackerby  (EM),  310 
Forest  Hill  Road,  Lexington  27292 

Molly  PurneU  Blackley  (STUDENT), 
105  Oxford  Hills  Drive,  Chapel  Hill 
27514 

David  Michael  Boruta,  II  (RESI- 
DENT), 4514  Lazy  River  Drive, 
Durham  27712 

Michael  Andrew  Brooks  (RESI- 
DENT), 5088  River  Chase  Ridge, 
Winston-Salem  27104 


Byron  Buckley  (STUDENT),  601 

Jones  Ferr}'  Rd.,  #N7,  Carrboro 

27510 
Mark  Anthony  Burt  (ORS),   624 

Quaker  Lane,   Suite   104-C,  High 

Pomt  27262 
Jennifer  Bushman  (STUDENT),  375 

Summerwalk  Circle,  Chapel  Hill 

27514 
Jillian  H.  CaU  (RESIDENT),  4003 

Branchwood  Drive,  Durham  27705 
Surya  Kantam  Challa  (P),  VAMC 
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Phillip  E.  Chfford  (ORS),  Triangle 

Orthopedic  Assocs.,  PA,  2609  N. 

Duke  St.,  Ste.  900,  Durham  27704 
Nicole  Annette  Collins  (IM),  N.E. 

Primary  Care  Group,  104  Medical 

Drive,  Williamston  27892 
Nora  May  Nuala  Crom  (PMR),  UNC, 

Dept.  of  PM&R,  CB  #7200,  Chapel 

Hill  27599 
Christine  Robinette  Curtis  (PD),  261 

Mellow  Field  Dr.,  #205,  Raleigh 

27604 
Pratik  Desai  (C),  105  Silverfox  Court, 

Gary  27511 


Matthew  Todd  Desjardins  (RESI- 
DENT), 1904-B  Falcon  Pointe 
Drive,  Winston-Salem  27127 

Luis  A.  Diaz  (D),  UNC  School  of 
Medicine,  5101  Thurston-Bowles, 
CB  7287,  Chapel  Hill  27599 

Patrick  Dillon  (STUDENT),  601  Jones 
Ferr}'  Rd.,  Apt.  N7,  Carrboro  27510 

Memory  Elizabeth  Dossenbach 
(PHYS.  ASST.),  185  Christopher 
Court,  Boone  28607 

Margaret  Stephanie  Dutton  (RESI- 
DENT), 5108  River  Chase  Ridge, 
Winston-Salem  27104 

Mary  Beth  Easley  (PHYS.  ASST.), 
3100  N.  Elm  Street,  8-K,  Greens- 
boro 27408 

Audrey  Faye  Echt  (D),  6512  Six  Forks 
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28403 

Margaret  Hensler  (STUDENT),  605 
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27510 

Mina  Christine  Hosseinipour  (RESI- 
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Chapel  Hill  27516 

Samy  Samuel  Iskandar  (),  Wake  Forest 
Univ.  Sch.  of  Med.,  Medical  Center 
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Court,  Clemmons  27012 

Paul  Sung  Kim  (HEM),  Grace  Hema- 
tology 8c  Oncology,  643  5th  Avenue, 
West,  Hendersonville  28789 

Timothy  Cooper  King  (CHP),  2990 
Bethesda  Place,  Suite  604- A,  Win- 
ston-Salem 27103 

Jane  Denman  Kirkpatrick  (IM),  Ruth- 
erford Int.  Med. Associates,  181 
Daniel  Road,  Forest  City  28043 

Laura  K.  Kolarz-Jozewicz  (N),  4010 
Barrett  Drive,  Suite  104,  Raleigh 
27609 

Vijay  Mani  Krishnamurthy  (STU- 
DENT), 489  Summerwalk  Circle, 
Chapel  HiU  27514 

K.  Ranga  Rama  Krishnan  (P),  DUMC, 
Box  3950,  Durham  27710 

Suman  Lamsal  (FP),  Pamlico  Medical 
Center,  PA,  PO  Box  729,  Bayboro 
28515 

Patricia  Adele  Lange  (RESIDENT), 
421  River  Forest  Road,  Pittsboro 
27312 

Inger  Marasha  Law  (PD),  Eden  Pedi- 
atrics, 520  S.  Van  Buren,  Ste.  2, 
Eden  27288 

Virginia  Campbell  Leslie  (RESI- 
DENT), 40  Highland  Street, 
AsheviUe  28801 

Edward  Guerrant  Lilly,  III  (ORS), 
DUMC,  Box  3384,  Div.  of  Ortho- 
pedic Surgery,  Durham  27710 

Lonnie  Pualani  Lin  (RESIDENT),  93 
Victoria  Road,  AsheviUe  28801 

Janice  Munn  Massey  (N),  DUMC,  Box 
3403,  Durham  27710 

Ralph  Jean  Maxy  (ORS),  Carolina 
Orthopedic  Specialist,  345  4th  Street, 
NW,  Hickory  28601 

Charles  J.  McGraw  (FP),  112  Parkland 
Street,  Morganton  28655 

Keith  Glenn  Meador  (P),  Duke  Uni- 
versity Medical  Center,  Box  90968, 
Durham  27710 

Gregory  Todd  MUroy  (PD),  2711  X- 
Ray  Drive,  Gastonia  28054 

Leila  Christine  Morris  (FP),  Preston 
Medical  Associates,  110  Preston 
Executive  Drive,  Cary  27513 

Richard  Grant  Mostak  (STUDENT), 


401  McCauley  Street,  Chapel  HiU 
27516 

Sally  Anne  MuUany  (RESIDENT), 
412-A  Lyons  Road,  Chapel  HiU 
27514 

Leena  H.  Nayak  (FP),  4228  Chapra 
Drive,  WUmington  28412 

Edward  John  O'Keefe  (D),  UNC  Hos- 
pitals, CB  7287,  3100  Thurston 
Bowles  Bldg.,  Chapel  HiU  27599 

Penelope  Herndon  O'NeiU  (PD),  186 
Medical  Park  Loop,  Suite  501,  Sylva 
28779 

Oliver  Neal  Oyama  (PHYS.  ASST.), 
2422  Colgate  Drive,  Fayetteville 
28304 

Nilpesh  Patel  (STUDENT),  11304 
Spring  Meadows  Drive,  Chapel  HiU 
27514 

Brett  Pearce  (STUDENT),  1000  Smith 
Level  Road,  R-2,  Carrboro  27510 

William  Arnold  Pincus  (OTO), 
DAvidson  ENT  Sinus  Center,  1219 
Lexington  Ave.,  Suite  D,ThomasviUe 
27360 

David  Lee  Priebe  (RESIDENT),  3104- 
D  Pisgah  Place,  Greensboro  27455 

Kit  Purdy  (STUDENT),  703  Sleepy 
Creek  Drive,  Durham  27713 

Robert  Glen  Quattlebaum  (STU- 
DENT), 12  Lanark  Road,  Chapel 
HUl  27514 

Matthew  McGuire  Rees  (HEM),  Ru- 
therford Internal  Medicine,  181 
Daniel  Road,  Forest  City  28043 

Joanna  J.  Regan  (STUDENT),  329 
Burage  Circle,  Chapel  HUl  27514 

Keith  Christian  Reschly  (FP),  Reschly 
Family  Medicine,  PA,  928  N.  Howe 
Street,  Southport  28461 

Rebecca  Sara  Rich  (EM),  Durham 
Emergency  Physicians,  3414N.  Duke 
Street,  Ste.  4ob,  Durham  27704 

Brad  Arthur  Richter  (AN),  2905  Mir- 
ror Lake  Drive,  FayetteviUe  28303 

Rakesh  Kumar  Rikhye  (FP),  310  S. 
Main  Street,  RolesviUe  27571 

George  Daniel  Robison,  IV  (OBG), 
1 809  Glen  Meade  Road,  WUmington 
28403 

Paula  Virginia  Ross  (),  520  N.  Elam 
Avenue,  Greensboro  27403 

Mitch  Sally  (STUDENT),  825-B 
Edwards  Street,  Chapel  HiU  27516 
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Ritu  Raj  Sandhu  (OBG),  CARElina 
Medical  Associates,  3024  New  Bern 
Ave.,  Ste.  306,  Raleigh  27610 

David  Albert  Schwartz  (IM),  DUMC, 
Box  2629,  Durham  27710 

Judith  Jones  Seago  (),  186  Medical 
Park  Loop,  Suite  501,  Sylva  28779 

Noelle  Simon  (STUDENT),  408 
Hillsborough  Street,  Chapel  Hill 
27514 

Ross  Joseph  Simpson,  Jr.  (CD),  UNC, 
CB  7075,  Burnett  Womack  Bldg., 
Chapel  HiU  27599 

Ryan  M.  Slechta  (STUDENT),  190 
Ridge  Trail,  Chapel  Hill  27516 

Peter  Jacob  Sojka  (AN),  Community 
General  Hospital,  207  Old  Lexing- 
ton Road,  Thomasville  27360 

David  Matthew  SuUivan  (EM),  4961 
Cameron  Valley  Parkway,  Charlotte 
28210 

David  Allen  Thompson  (RESI- 
DENT), 5802  Mount  Island  Drive, 
Durham  27713 

Eric  Miguel  Toloza  (TS),  DUMC,  Box 
3048,  Durham  27710 

Padiwath  Chhean  Ung  (IM),  1  Nashua 
Court,  Pinehurst  28374 

Val  Pierre  Vallat  (D),  University  Der- 
matology, 3006  Baucom  Road,  Ste. 
100,  Charlotte  28269 

John  Paul  Vavalle  (STUDENT),  6205 
Farrington  Rd.,  Apt.  C-5,  Chapel 
Hill  27514 

Ada  Ventura-Braswell  (OBG),  615 
Foxlair  Drive,  FayetteviUe  28311 

Rhonda  Y.  Vestal  (STUDENT),  402- 
A  McCauley  Street,  Chapel  Hill 
27516 

Scott  Thomas  Weaver  (PHYS.  ASST.), 
5730-06  Ivanhoe  Court,  FayetteviUe 
28314 

Amanda  Davet  Weitz-Marshall 
(RESIDENT),  9131  Stoney  Corner 
Lane,  Charlotte  28210 

Michael  Wilson  (EM),  20325-F  Ster- 
hng  Bay  Lane,  Cornelius  28031 

Robert  Bmce  Wilson,  II  (APM),  125 
Turtle  Creek  Court,  Winston-Salem 
27106 

Kathryn  Ann  Witzeman  (RESI- 
DENT), 200  W.  Woodcroft  Park- 
way, #423,  Durham  27713 

Julie  Ann  Woodward  (OPH),  DUMC, 


Box  3802,  Durham  27710 
Elaine  Wu  (FP),  412  Loblolly  Drive, 
Durham  27712 

Bertie-Gates-Hertford 

Simon  Y.  EI-Khoury  (IM),  Aulander 
Family  Physicians,  108  S.  Commerce 
Street,  Ahoskie  27910 

Buncombe 

Salvatorejohn  D'Angio  (FP),  AshevLUe 
Wellness  Center,  25  Orange  Street, 
Asheville  28801 

Chang  Sun  Lim  (CD),  Asheville  Car- 
diology Assocs.PA,  PO  Box  7239, 
Asheville  28802 

Maureen  McLaughhn-Grant  (IM),  17 
Buena  Vista  Road,  Asheville  28803 

John  S.  Pastorek  (CD),  Asheville  Car- 
diology Assocs,PA,  PO  Box  7239, 
Asheville  28802 

Larry  E.  Rosenberg  (FP),  92  Congress 
Street,  Asheville^28801 

Michelle  Aileen  Simmons  (OBG), 
Asheville  Women'sMedicalCtr.,  143 
Asheland  Avenue,  Asheville  28801 

Michael  Curtis  Staley  (U),  Asheville 
Urological  Assocs.,  1  Doctor's  Park, 
Asheville  28801 

Robert  L.  Wade,  Jr.  (CD),  Asheville 
Cardiology  Assocs,PA,  PO  Box  7239, 
Asheville  28802 

Cabarrus 

Stephen  Christopher  Lods  (PD), 
Surburban  Pediatric  Clinic,  990  Lee- 
Ann  Drive,  Concord  28025 

Michael  John  Slowey  (REN),  The  Fer- 
tility Center,  109  Country  Club  Dr., 
Concord  28025 

Carteret 

Robert  Emmet  Coles  (ORS),  Carteret 
Surgical  Assocs., PA,  3714  Guardian 
Avenue,  Morehead  City  28557 

John  Buster  Quick,  Jr.  (GP),  200  N. 
HoUand  Point  Dr.,  Stella  28584 

Cleveland 

Constantine  Dean  Paul  CoUias  (FP), 
315  Garrison  Drive,  IGngs  Moun- 
tain 28086 

Mohammad  T.  Siddiqui  (NEP),  Neph- 
rology Assocs. of  CaroHnas,  1016  N. 


Lafayette  Street,  Shelby  28150 

Cumberland 

Mary  Beth  Kansora  (OPH),  1629  Owen 

Drive,  FayetteviUe  28304 
Dianne  Marie  McNeUl  (PD),  5533 

Hartfield  Court,  FayetteviUe  28311 
George  C.  Pantelakos  (FP),  Highland 

FamUy  Practice,  PA,  1248  FortBragg 

Road,  FayetteviUe  28303 

Duplin 

Joseph  Litton  Cooper  (OBG),  276 
River  Ridge  Drive,  WaUace  28466 

Durham-Orange 

Eiman  Abdulrahman  (STUDENT), 

100  Rock  Haven   Road,   L-306, 

Carrboro  27510 
Matthew  Atkins  (STUDENT),  PO 

Box  308,  Saluda  28773 
M.  Nicole  Austin  (STUDENT),  4202 

Drew  HiU  lane.  Chapel  HUl  27514 
Chanda  V.  BeU  (STUDENT),   100 

Rock  Haven  Road,  Apartment  K- 

206,  Carrboro  27510 

LaNeUe  Bortz  (STUDENT),  4034 
Livingstone  Place,  Durham  27707 

Jane  Balfour  Bowen  (STUDENT),  222 
Old  FayetteviUe  Road,  Apartment 

207,  Carrboro  27510 

Katherine  Lynn  Brown  (STUDENT), 

314-A  Cedarwood  Lane,  Carrboro 

27510 
Kristin  Mar>'  Browske  (STUDENT), 

140  BPW  Club  Road,  Apt.  C-21, 

Carrboro  27510 
Eugene  Heekoock  Cha  (STUDENT), 

108  Homewood  Drive,  Chapel  HiU 

27514 
Eric  H.  Chen  (STUDENT),  233 

McCauley  St.,  Apt.  B2,  Chapel  HUl 

27516 
Biyan  MarshaU  Clar>'  (GS),  DUMC, 

Box  3247,  Durham  27710 
Casey  Michael   Clements    (STU- 
DENT), 715  ScissortaU  Lane,  Apex 

27502 
Douglas  J.  Covert  (STUDENT),  1521 

E.  FrankUn  St.,  #A307,  Chapel  HUl 

27514 
John  Patrick  CuUen  (STUDENT),  602 

S.  Columbia  St.,  #7,  Chapel  HiU 

27514 
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David  A.  Dasher  (STUDENT),  110 

Carr  Street,  Chapel  Hill  27516 
Margaret  Day  (STUDENT),  2525 

Booker  Creek  Road,  Apartment  12- 

G,  Chapel  Hill  27514 
Matthew  Dale  Dyson  (STUDENT), 

602  Airport  Road,  Apt.  116,  Chapel 

Hill  27514 
Kathryn  Grace  Eaker  (STUDENT), 

6205  Farrington  Rd.,  Apt.  D-10, 

Chapel  Hill  27514 
Claire  Ehse  Farel  (STUDENT),  20-B 

Davie  Circle,  Chapel  Hill  27514 
Matthew  Eric  Ferguson  (STUDENT), 

2020  Jo  Mac  Road,  Chapel  HiU 

27516 
Lorrie  Gunter  (STUDENT),  3225 

Henderson  Field,  Mebane  27302 
Jackson  Hamilton  (STUDENT),  110 

Cameron  Court,  Chapel  HiU  27516 
Stacy  Gannaway  Haponik  (STU- 
DENT), 201  Westbrook  Dr.,  #D24, 

Carrboro  27510 
Erin  Kathleen  Hartwell  (STUDENT), 

704  Lanham  Place,  Raleigh  27615 
Brendan  Luke  Howes  (STUDENT), 

701  Copperline  Dr.,  #305,  Chapel 

Hill  27516 
Jaime  Jenkins  (STUDENT),  103  Scott 

Lane,  Chapel  Hill  27514 
Stacie  Johns  (STUDENT),  601  Jones 

Ferry  Rd.  Apt.  L12,  Carrboro  27510 
Arun  Krishnaraj  (STUDENT),  501 

Joens  Ferry  Road,  Apartment  AA7, 

Carrboro  27510 
Jack  Lam  (STUDENT),  1133  Salvda 

Court,  Chapel  Hill  27514 
Charles  Joseph  Lane  (STUDENT), 

1033  Sycamore  Road,  Graham 27253 
Zita  Latona  (STUDENT),  121  Friar 

Lane,  Carrboro  27510 
Scott  E.  Lee  (STUDENT),  3809  Sugar 

Pine  Lane,  Durham  27705 
Todd  Listwa  (STUDENT),  113-B 

Stephen  Street,  Chapel  Hill  27516 
Kyla  Lokitz  (STUDENT),  6400-104 

Monterrey  Creek  Dr.,  Durham27713 
Chad  M.  McCall  (STUDENT),  2701 

Homestead  Road,  Apt.  1112,  Chapel 

Hill  27516 
John  N.  McDowell  (STUDENT),  200- 

C   Barksdale   Drive,   Chapel  Hill 

27516 
MiguelA.  Medina  (STUDENT),  107- 


335  Timber  Hollow  Ct.,  Chapel  Hill 

27514 
Ryan  A.  Moran  (STUDENT),  303 

Smith  Level  Road,  Apartment  C- 

21,  Chapel  Hill  27516 
Timothy  Paul  Moran  (STUDENT), 

400  Westwood  Drive,  Chapel  HiU 

27516 
Oyinkansolh  Ogunrinde  (STUDENT), 

3725  Phillips  Way  East,  Durham 

27713 
RajeevPandarinath  (STUDENT),  102 

S.  Peak  Drive,  Carrboro  27510 
Anup  Parikh  (STUDENT),  11202 

Spring  Meadow  Dr.,  Chapel  HiU 

27514 
David  Thomas  Plante  (STUDENT), 

102  Sycamore  Drive,  Chapel  HUl 

27514 
MeUssa  S.  Putman  (STUDENT),  233 

McCauley  St.,  Apt.  B-3,  Chapel  HUl 

27516 
Laura  Lee  Raynor  (STUDENT),  419- 

A  Westwood  Drive,  Chapel  HiU 

27514 
Mathew  C.  Raynor  (STUDENT),  140 

BPW  Club  Rd.,  Apt.  E-3,  Carrboro 

27510 
AprU  KeUy  Scott  (STUDENT),  601 

Jones  Ferry  Road,  Apartment  Bl-1, 

Carrboro  27510 
Benjamin  Gene  Suk  Seo  (STUDENT), 

10  HoUand  Drive,  Chapel  HUl  275 14 
Jonathan  Paul  Shepherd  (STUDENT), 

PO  Box  923,  Chapel  HUl  27514 
Demetra  Stamm  (STUDENT),  112- 

V  Misty  Wood  Circle,  Chapel  HUl 

27514 
Jennifer  Marie  StancU  (STUDENT), 

808-A2  Park  Ridge  Road,  Durham 

27713 
M}Tes  Winston  TUghman,  II  (STU- 
DENT), 100  Finley  Forest  Drive, 

Chapel  HUl  27514 
Rebecca  Walker  (STUDENT),  233 

McCauley  St.,  Apt.  B-4,  Chapel  HUl 

27516 
Amanda  Waugh  (STUDENT),  6123 

Farrington  Road,  H-7,  Chapel  HUl 

27514 
Tom  Lee  Whidock  (STUDENT),  405 

Coohdge  St.,  Apt.  A,  Chapel  HUl 

27514 
Kwanna  V.  WUIiamson  (STUDENT), 


803  Lake  Winds  TraU,  Rougemont 
27572 

Sarah  Wood  (STUDENT),  131-B 
Purefoy  Road,  Chapel  HUl  27514 

Michael  Christopher  Wu  (STU- 
DENT), 283  SummerwaU<  Circle, 
Chapel  HiU  27514 

Eric  Yen  (STUDENT),  309  Home- 
stead Drive,  Cary  27513 

MarieUe  Yohe  (STUDENT),  100  Rock 
Haven  Road,  Apartment  D-102, 
Carrboro  27510 

Joseph  R.  Zanga,  Jr.  (STUDENT), 
136  Edisto  Court,  Chapel  HU127514 

Forsyth-Stokes-Davie 

Joseph  Tirone  Alexander  (NS),  Wake 
Forest  University,  Medical  Center 
Boulevard,  Winston-Salem  27157 

Meenakshi  Arunachalam  (STU- 
DENT), Wake  Forest  Univ.-Med. 
Student,  Medical  Center  Boulevard, 
Winston-Salem  27157 

Taylor  Gentry  Austin  (STUDENT), 
812  S.  Sunset  Drive,  Winston-Sa- 
lem 27103 

Kristen  Anne  BaUicum  (STUDENT), 
410-Y  Park  Ridge  Lane,  Winston- 
Salem  27104 

HoUy  Ann  Barker  (STUDENT),  1712 
Asherton  Drive,  Winston-Salem 
27127 

Daniel  Gilchrist  Barnes,  Jr.  (STU- 
DENT), PO  Box  2715,  Winston- 
Salem  27157 

Amanda  Barnhart  (STLT)ENT),  1264 
West  4th  Street,  Apt.  #3,  Winston- 
Salem  27101 

Miranda  Baylor  Baugh  (STUDENT), 
431  S.  Hawthorne  Road,  Winston- 
Salem  27103 

Amy  Helen  Beisswanger(STUDENT), 
1025-F  CaroUna  Avenue,  Winston- 
Salem  27101 

Peter  Matthew  Belford  (STUDENT), 
345  MUler  Street,  Winston-Salem 
27103 

Christina  Habib  Bovelsky  (STU- 
DENT), 3925  Laurel  Grove  Road, 
Winston-Salem  27127 

Elizabeth  Anne  Box  (STUDENT),  517 
S.  Sunset  Dr.,  Apt.  #3,  Winston- 
Salem  27103 

EUen  Turner  Chance  (STLT)ENT), 
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Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Camaryn  Elizabeth  Chrisman  (STU- 
DENT), Wake  Forest  Medic;il  Stu- 
dent, Medical  Center  Boulevard, 
Winston-Salem  27157 

Kimberly  Ann  Classon  (STUDENT), 
1805  Brantley  Street,  Winston-Sa- 
lem 27103 

Samuel  D.  Cohen  (STUDENT),  1243 
Wedgewood  Drive,  Winston-Salem 
27103 

Jauna  Arealia  Crear  (STUDENT),  314 
Corona  Street,  Winston-Salem 
27103 

SakeithaLTiaCrowder  (STUDENT), 
101  Fhntwood  Court,  Apt.  A-2, 
Winston-Salem  27106 

Lauren  Ann  Dawson  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Joel  Krishna  Deonanan  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Amy  Elise  Derrow  (STUDENT),  65 1  - 
P  Summit  Street,  Winston-Salem 
27101 

William  T.  DePriest  (STUDENT), 
1416  Country  Lake  Drive,  Greens- 
boro 27406 

Cheickna  Diarra  (STUDENT),  101 
Old  Oak  Circle,  Apartment  C-5, 
Winston-Salem  27106 

Patricia  Dierisseau  (STUDENT),  3991 
Bradford  Ct.,  Apt.  D,  Winston-Sa- 
lem 27106 

Jefferson  Robert  Dudelston  (STLT- 
DENT),  Wake  Forest  Medical  Stu- 
dent, Medical  Center  Boulevard, 
Winston-Salem  27157 

Erica  Candice  Dun  (STUDENT),  811 
Miller  Street,  Winston-Salem  27103 

John  Kent  Ellington  (STUDENT), 
1900  Queen  Stret,  Apt.  C-4,  Win- 
ston-Salem 27103 

Laurance  David  Farmer  (STUDENT), 
Wake  Forest  Medical  Smdent,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

David  C.  A.  Fisher  (STUDENT),  2006 
W.  Academy  Street,  Winston-Sa- 


lem 27103 

Shawn  Howard  Fleming  (STUDENT), 
2970-R  Walnut  Forest  Court,  Win- 
ston-Salem  27103 

John  RusseU  Folger,  III  (STUDENT), 
912  Shober  Street,  Winston-Salem 
27101 

Brett  Emerson  Fortune  (STUDENT), 
2055  Academy  Street,  Apt.  A,  Win- 
ston-Salem 27103 

Maria  De  Los  Angeles  Fritock  (STU- 
DENT), 2240  Sunderland  Rd.,  Apt. 
61-N,  Winston- Salelm  27103 

Brent  N.  Fulton  (STUDENT),  621 
Corona  Street,  Winston-Salem  27103 

April  Lanelle  Gay  (STUDENT),  4203 
Trace  View  Dr.,  #323,  Winston-Sa- 
lem 27106 

Christopher  Lawrence  Gaydos  (STU- 
DENT), 1144  Bridford  Lake  Circle, 
Greensboro  27407 

Juhe  Anne  Gibson  (STUDENT),  3031 
Northwood  Drive,  Apartment  201, 
Winston-Salem  27106 

Lisa  Ann  Goldstein  (STUDENT),  706 
S.  Hawthorne  Road,  Winston-Sa- 
lem 27103 

Arlene  M.  Goodman  (STUDENT), 
520-T  Park  Ridge  Court,  Winston- 
Salem  27104 

Christopher  Edward  Hatzis  (STU- 
DENT), 141  Garden  Path,  Apt.  #6, 
Winston-Salem  27104 

Ashley  Hawkins  (STUDENT),  Wake 
Forest  Medical  Student,  Medical 
Center  Boulevard,  Winston-Salem 
27157 

Susan  Jean  Hines  (ON),  4125  Arden 
Street,  Clemmons  27012 

Jason  Dean  Hipp  (STUDENT),  1900 
Queen  Street,  #C1,  Winston-Salem 
27157 

Takashi  Hirata  (STUDENT),  123 
Rivertree  Lane,  Winston-Salem 
27103 

Wesley  Alden  Hoke  (STUDENT),  210 
Oakwood  Square,  Winston-Salem 
27103 

Michael  Benjamin  Hopkins  (STU- 
DENT), 426  S.  Hawthorne  Road, 
Winston-Salem  27103 

Jon  Edward  Hudson  (STUDENT),  PO 
Box  572761,  Medical  Center  Boule- 
vard, Winston-Salem  27157 


Jennifer  Leigh  Hundley  (STUDENT), 
1618  Asherton  Drive,  Winston-Sa- 
lem 27127 

Samuel  Porter  Jacks  (STUDENT), 
410-L  Park  Ridge  Lane,  Winston- 
Salem  27104 

Deirdre  Mary  Johnston  (P),  Wake  For- 
est Univ.  Sch.  of  Med.,  Medical  Cen- 
ter Boulevard,  Winston-Salem  27157 

CaroUne  Lesley  Kerner  (STUDENT), 
930-B  West  Wnd  Boulevard,  Win- 
ston-Salem 27101 

Christine  Elizabeth  Keyes  (STU- 
DENT), Wake  Forest  Medical  Stu- 
dent, Medical  Center  Boulevard, 
Winston-Salem  27157 

Karen  Leann  KiUeen  (R),  Forsyth  Ra- 
diological Assocs.,  3155  Maplewood 
Avenue,  Winston-Salem  27104 

Richard  John  Kleiman  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Albert  RusseU  Kelkers  (STUDENT), 
1034  Braehill  Terrace  Drive,  Win- 
ston-Salem 27104 

Robert  Michael  Klett  (STUDENT), 
2033  Beach  Street,  Winston-Salem 
27103 

Suzanne  Koziol  (STUDENT),  116-C 
North  Sunset  Drive,  Winston-Sa- 
lem 27101 

Kevin  Robert  Kuzma  (STUDENT), 
2201  Westfield  Avenue,  Winston- 
Salem  27103 

Christopher  Chiyong  Kwon  (STU- 
DENT), 1075  Braehill  Terrace  Drive, 
Winston-Salem  27104 

Benjamin  Rhys  Lam  (STUDENT), 
1400  Clover  Street,  Apt.  B,  Win- 
ston-Salem 27101 

Suzanne  I.  Lasek-Nesselquist  (STU- 
DENT), Wake  Forest  Medical  Stu- 
dent, Medical  Center  Boulevard, 
Winston-Salem  27157 

Christopher  David  Lee  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Daniel  Ted  Leung  (STUDENT),  812 
S.  Sunset  Drive,  Winston-Salem 
27103 

Wesley  Kwan  Lew  (STUDENT), 
WFU,  PO  Box  572775,  Medical 
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Center  Boulevard,  Winston-Salem 
27157 

Jesse  Arron  Lieberman  (STUDENT), 
410-H  Park  Ridge  Lane,  Winston- 
Salem  27103 

Christopher  Hanyoung  Lieu  (STU- 
DENT), 3027  Northwood  Drive, 
Apt.  103,  Winston-Salem  27106 

Silvester  Roque  Lim  (STUDENT),  432 
Lockland  Avenue,  #B,  Winston-Sa- 
lem 27103 

Kevin  Llewellyn  (STUDENT),  412 
Brannigan  Village  Drive,  Winston- 
Salem  27127 

Arsheeya  Mashaw  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

James  Thomas  McElliogott  (STU- 
DENT), 2056-A  MiUer  Park  Circle, 
Winston-Salem  27124 

Eusebio  Marvin  Montejo  (STU- 
DENT), Wake  Forest  Medical  Sm- 
dent.  Medical  Center  Boulevard, 
Winston-Salem  27157 

John  Davis  Moore  (STUDENT),  725- 
A  Gales  Avenue,  Winston-Salem 
27103 

Brian  Wayne  Paitsel  (STUDENT), 
WFU  Sch.of  Med.,PO  Box  572785, 
Medical  Center  Boulevard,  Winston- 
Salem  27157 

Bradford  Thomas  Perkins  (STU- 
DENT), 2307  Cloverdale  Avenue, 
Apartment  #C,  Winston-Salem 
27103 

Christine  Claire  Pierre  (STUDENT), 
234  Brookford  Place  Court,  Win- 
ston-Salem 27104 

Reagan  Meredith  Poland  (STU- 
DENT), 920  Carolina  Avenue,  #2, 
Winston-Salem  27101 

Scott  Michael  Pugh  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Mehul  Vasant  Raval  (STUDENT),  209 
Lockland  Avenue,  Winston-Salem 
27103 

Saulette  Roberson  (STUDENT),  1517 
Academy  Street,  Apt.  #1,  Winston- 
Salem  27103 

Robin  Brandon  Rosenbleeth  (STU- 
DENT),  900  Knollwood   Street, 


Winston-Salem  27103 

Suzanne  Mary  Russo  (RO),  1610 
Conrad  Sawmill  Road,  Lewisville 
27023 

David  Melville  Sanders  (STUDENT), 
660  Brent  Street,  Winston-Salem 
27103 

Rachel  Scheier-Dolberg  (STUDENT), 
873  Lockland  Avenue,  Winston-Sa- 
lem 27103 

Melanie  Denise  Schrader  (STU- 
DENT), 115  N.  Sunset  Dr.,  Apt.  F, 
Winston-Salem  27101 

Nevin  Mahendra  Shrimanker  (STU- 
DENT), 209  Lockland  Avenue, 
Winston-Salem  27103 

Jonathan  Lee  Slaughter  (STUDENT), 
WFU  Sch.  of  Medicine,Box  2800, 
Medical  Center  Boulevard,  Winston- 
Salem  27157 

Steven  Wayne  Smith  (EM),  Forsyth 
Emergency  Services,  PA,  PO  Box 
5856,  Ardmore  Sta.,  Winston-Sa- 
lem 27113 

Trina  Insook  Smith  (STUDENT), 
105-B  N.  Sunset  Drive,  Winston- 
Salem  27101 

Jonathan  Reich  Snyder  (STUDENT), 
230  Pine  Valley  Road,  SW,  Win- 
ston-Salem 27104 

Zachary  Michael  Soler  (STUDENT), 
2201  Westfield  Avenue,  Winston- 
Salem  27104 

Christopher  Nils  Spongberg  (STU- 
DENT), Wake  Forest  Medical  Stu- 
dent, Medical  Center  Boulevard, 
Winston-Salem  27157 

Aaron  William  Stevenson  (STU- 
DENT), 170-1  Oak  Shadows  Court, 
Winston-Salem  27104 

Andrew  Marshall  Strang  (STUDENT), 
1153  Collingwood  Street,  Winston- 
Salem  27103 

Gregory  William  Tanksley  (STU- 
DENT), 4755  Country  Club  Road, 
Apartment  117-L,  Winston-Salem 
27104 

John  Sison  Tipton  (STUDENT),  360 
Lynn  Avenue,  Winston-Salem  27104 

R.  d'Arby  Toledano  (STUDENT), 
1710  Lynwood  Avenue,  Winston- 
Salem  27104 

Immanuellsrael Turner  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 


cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Mary  Catherine  Washburn  (STU- 
DENT), 4801  Bishopgate  Road, 
Winston-Salem  27127 

Kelly  Lynn  Weaver  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Nicole  Lynn  WeUman  (STUDENT), 
1004  Aspen,  Winston-Salem  27106 

Stacy  Wentworth  (STUDENT),  PO 
Box  572813,  Winston-Salem  27101 

Lisa  Rose  Wenzel  (STUDENT),  811 
MiUer  Street,  Winston-Salem  27103 

EUzabeth  B.  Whitaker  (STUDENT), 
2200  Westfield  Avenue,  Winston- 
Salem  27103 

John  Thomas  Wilkins  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Katie  Elizabeth  Wilson  (STUDENT), 
Wake  Forest  Medical  Student,  Medi- 
cal Center  Boulevard,  Winston-Sa- 
lem 27157 

Marc  Stephen  Yandle  (STUDENT), 
7211  Crenata  Drive,  LewisviUe  27023 

Jonathan  Scott  Yoder  (STUDENT), 
PO  Box  572820,  Winston-Salem 
27157 

Franklin 

Eric  Albert  Soder  (GS),  PO  Box  187, 
Louisburg  27549 

Gaston 

Ryan  Christopher  McHugh  (STU- 
DENT), 609  University  Drive, 
Greensboro  27403 

Thomas  Edward  McNiff,  III  (AN), 
1760  Old  Country  Club  Road, 
Gastonia  28052 

Julia  Kathryn  Saluke  (FP),  Riverwood 
Medical  Associates,  3715  Union 
Road,  Gastonia  28056 

John  Lawrence  Scheitler  (IM),  660 
Summit  Crossing  Place,  Suite  201, 
Gastonia  28054 

Greater  Greensboro  Society  of  Med. 

Adrian  Alexandru  Caracioni  (HEM), 
301  E.  Wendover  Avenue,  Suite  301, 
Greensboro  27401 
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IredeU 

Michael  Wayne  Hardee  (FP),  Carolina 
Fam.Med.  &  Wellness,  156  Centre 
Church  Rd.,  Ste.203,  Mooresville 
28117 

Harry  Schnee  Messec  (FP),  Piedmont 
Healthcare,  PA,  154  S.  Main  Street, 
Troutman  28166 

Mecklenburg 

William  Bowker  Dawson  (N),  623-F 

Olmsted  Park  Place,  Charlotte  28203 
Michael  K.   Frye   (EM),  Piedmont 

Emergency  Med.  Assoc,  1300  Baxter 

St.,  #425,  Charlotte  28204 
Oliver  Wheeler  Jervis,  Jr.  (IM),  1718 

E.  4th  Street,  Ste.  609,  Charlotte 

28204 
Steven  Franklin  Karner  (N),  Carolina 

Neurological  Clinic,   1001  Blythe 

Blvd.,  Ste.  601,  Charlotte  28203 
Ahmad  A.  Kashif  (IM),  Nalle  CHnic, 

1918  Randolph  Road,  Ste.  600,  Char- 
lotte 28211 
Gary  Bruce  Maniloff  (RHU),  Nalle 

Clinic,  1918  Randolph  Road,  Ste. 

600,  Charlotte  28207 
Olakunle  Temitope  Olagbemi  (PD), 

5009  Block  House  Court,  #824, 

Charlotte  28277 
Preston  Purdum,  III  (GE),  Carolina 

Digestive  Health,  1900  Brunswick 

Avenue,  Charlotte  28207 
Robert  Petrilli  (EM),  Mid-Atlantic 

Emerg.Med.Assocs.,  PO  Box  30756, 

Charlotte  28230 
Kenneth  Adam  Wolfson  (R),   1804 

Bardstown  Road,  Charlotte  28226 
Alanna  Jones  Worrell  (IM),  2033 

Beverly  Drive,  Charlotte  28207 
Andrew    Joseph    Zerkle    (OBG), 

Bradford  Clinic,   150  Providence 

Road,  Charlotte  28207 

New  Hanover-Pender 

Joseph  Renato  Arena  (EM),  3710  Ship- 
yard Boulevard,  Wilmington  28403 

Peter  Nielsen  Buder  (PS),  1717  Ship- 
yard Boulevard,  Suite  100, 
Wilmington  28403 

Gregory  Lee  Drake  (U),  1202  Medical 
Center  Drive,  Wilmington  28401 

David  Ian  Dryland  (RHU),  1202  Medi- 
cal Center  Drive,  WUmington  28401 


Douglas  Andrew  Hamerski  (NEP), 

1302     Medical     Center    Drive, 

Wilmington  28401 
Heather  Aimee  Loesch  (D),  Ricciardelli 

Cosmetic  Surg.  Ctr,  1717  Shipyard 

Blvd.,  Ste.  100,  Wilmington  28401 
Louis  Marty  Martinez  (OPH),  233 

Stonewalljackson  Drive,  Wilmington 

28412 
Mark  Timothy  Murphy  (C),   1202 

Medical  Center  Drive,  Wilmington 

28401 
Timothy  G.  Murphy  (FP),  301   S. 

Campbell  St.,  Burgaw  28425 
Hemantkumar  Maganlal  Patel  (C), 

1202     Medical     Center     Drive, 

Wilmington  28401 
George  Mark  Sylvestri  (IM),   1202 

Medical  Center  Drive,  Wilmington 

28401 
Daniel Tesfaye  (N),  1202  Medical  Cen- 
ter Drive,  Wilmington  28401 
Joel  Alexander  Yeasting  (EM),  ECEP 

II,  PA,  3710  Shipyard  Boulevard, 

Wilmington  28403 

Pasquotank-Camden-Currituck-Dare 

Stewart  Cleaves  Manning  (IM),  1134 
N.  Road  Street,  Elizabeth  City  27909 

Pitt 

Rania  Abdel-Rahman  (STUDENT), 
3296  Colony  Court,  Apt.  201, 
Greenville  27834 

William  Alton  Ballance,  Jr.  (PTH), 
Greenville  Pathology,  PA,  2515  Bow- 
man Gray  Drive,  Greenville  27834 

Emmett  Kimsey  Bearden  (R),  Eastern 
Radiologists,  #9  Doctors  Park, 
Greenville  27834 

Aparna  Doraiswamy  Bhaskar  (STU- 
DENT), 1112  E.  Tenth  Street,  Apt. 
2G,  Greenville  27858 

Randy  Allan  Brown  (STUDENT), 
1319  Westpointe  Dr.,  #2,  Greenville 
27834 

Joseph  Andrew  Campbell  (STU- 
DENT), 577  South  Square  Dr.  #92, 
WinterviUe  28590 

PhiUip  David  (STUDENT),  508-32 
Treybrooke  Circle,  Greenville  27834 

Jonathan  Neil  EUiot  (STUDENT),  572 
Ethel  Lane,  Lot  #106,  Greenville 
27834 


Rebecca  Erwin  (STUDENT),  506-32 

Treybrooke  Circle,  Greenville  27834 
BrennaM.Farmer(STUDENT),llll 

Treybrooke  Circle,  Greenville  27834 
Robert  Carroll  Frere  (N),  East  Caro- 
lina Neurology,Inc.,  2280  Hemby 

Lane,  Greenville  27834 
Jeffrey  Paul  Garrett(STUDENT),  1613 

Sulgrave  Road,  Greenville  27858 
Helena  Gerhardt  (STUDENT),  600- 

21  Treybrooke  Circle,  Greenville 

27834 
Saber  Ghiassi  (STUDENT),  2917  #1 

Cedar  Creek  Road,  Greenville  27834 
Cameron    McLean    Gram    (STU- 
DENT), 402-24  Treybrooke  Circle, 

Greenville  27834 
Eric  Howell  (STUDENT),  605  E. 

Spring  Forest  Road,  Greenville  27834 
Lisa  Suzanne  Jackson  (STUDENT), 

406-32  Treybrooke  Circle,  Greenville 

27834 
Anna  Sun  Jang  (STUDENT),  2908- 

10  Cedar  Creek  Road,  Greenville 

27834 
Andrea  Marie  Jarchow  (STUDENT), 

510  Treybrooke  Circle,  Apt.  31, 

Greenville  27836 
Porter  Kelling  (STUDENT),  901-34 

Treybrooke  Circle,  Greenville  27834 
John  Gregory  Lyall  (STUDENT),  600- 

12  Treybrooke  Circle,  Greenville 

27834 
Steven  A.  Lynch  (STUDENT),  1305 

#7  Westpoint  Drive,   Greenville 

27834 
Ginja  Beverly  Massey  (STUDENT), 

1101   Grovemont  Dr.,  Apt.  A7, 

Greenville  27834 
Thomas  Davis  Miller,  III   (STU- 
DENT), 400  Treybrooke  Circle,  Apt. 

13,  Greenville  27834 
Tammy  Morris  (STUDENT),  1202- 

C  Allen  Road,  Greenville  27834 
Robert  Glenn  Oxford  (STUDENT), 

1117  Grovemont  Dr.,  Apt.   1-3, 

GreenviUe  27834 
Amy    Polen    (STUDENT),    1137 

Treybrooke  Circle,  Greenville  27834 
Myron  S.  Powell  (STUDENT),  2711- 

ABlufifView  Drive,  Greenville  27834 
Heather  Rivera  (STUDENT),  402-24 

Treybrooke  Circle,  GreenviUe  27834 
David  Ronan  (STUDENT),  607-E 
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spring  Forest  Road,  Greenville  27834 
Christopher  Matthew  Simons  (STU- 
DENT),  1315  Westpointe  Drive, 

Apartment  #9,  Greenville  27834 
Shinu  Manpreet  Singh  (STUDENT), 

2913    #10    Cedar    Creek    Road, 

Greenville  27834 
Julie  Ann  Strickland  (STUDENT),  408 

Paladin  Drive,  Apt.  J,  Greenville 

27834 
John  Peoples  Tanner  (STUDENT), 

406-33  Treybrooke  Circle,  Greenville 

27834 
Matthew  Tate  (STUDENT),  411 

Beasley  Drive,  Apt.  L3,  Greenville 

27834 
Jennifer  Ruth  Turnbull  (STUDENT), 

2906   Cedar  Creek  Road,   #13, 

Greenville  27834 
Kimberly  Ward  (STUDENT),  510 

Treybrooke  Circle,  Apartment  #14, 

Greenville  27834 
Derek  Philip  Watson  (STUDENT), 

506-23  Treybrooke  Circle,  Greenville 

27834 
Meredith  Brooke  Watson   (STU- 
DENT),  3431  Westgate  Drive, 

Greenville  27834 
Kurt  Henry  Wetzler  (DR),  Eastern 

Radiologists,  Inc.,  9  Doctor's  Park, 

Greenville  27834 
David  Whetstone  (STUDENT),  1533 

Treybrooke  Circle,  Greenville  27834 

Rowan 

David  R.  Bergsma,  Jr.  (OPH),  Eye 
Associates  of  Rowan,  800  W.  Cem- 
etery Street,  Salisbury  28144 

Jessica  Ellen  Blumenthal  (OBG), 
Rowan  Ob-Gyn  Associates,  911  W. 
Henderson  Street,  Salisbury  28144 

Rutherford 

William  Casp  (IM),  Rutherfordton 

Internal  Med.,  PO  Box  1560,  Forest 

City  28043 
Mark  Wysokinski  (IM),  Rutherfordton 

Int.Med.  Assocs.,  181  Daniel  Road, 

Forest  City  28043 

Sampson 

Venkat  L.  Prasad  (FP),  TriCounty  com- 
munity Health  Ctr,  3331  Easy  Street, 
Dunn  28334 


Rafael  Guillermo  Torres  (FP), 
TriCounty  Community  Health  Ctr, 
3331  Easy  Street,  Dunn  28334 

Scotland 

Anthony  Chiaramonte,  III  (R),  12281 

Ingleside  Drive,  Laurinburg  28352 
Richard  Craig  Wolonick  (FP),  1603-A 

Medical  Drive,  Laurinburg  28352 

Stanly 

Robert  Earle  Taylor,  Jr.  (D),  Albemarle 
Dermatology  Clinic,  323  Yadkin 
Street,  Albemarle  28001 

Wake 

Thomas  Robert  Bodenstine  (PD), 
Oberlin  Road  Pediatrics,  1321 
Oberlin  Road,  Raleigh  27608 

Timothy  Dwight  Jordan  (OPH),  Ra- 
leigh Ophthalmology,  PLLC,  2709 
Blue  Ridge  Rd.,  Ste.  100,  Raleigh 
27607 

William  Glenn  Lyle  (PS),  3404  Wake 
Forest  Road,  Suite  200,  Raleigh 
27609 

Michael  James  Neville  (AN),  5420 
Crossroads  Forest  PL,  #202,  Raleigh 
27606 

Jerry  Lynn  Watson  (R),  118  HiUcrest 
Road,  Raleigh  27605 

Watauga 

David  Michael  Cline  (FP),  237-B 
Longvue  Dr.,  Boone  28607 

Jeffrey  Paul  Crittenden  (N),  400 
Shadowline  Drive,  Suite  202,  Boone 
28607 

David  Stanton  Whittaker,  Jr.  (D), 
Boone  Dermatology  Clinic,  169 
Doctor's  Drive,  Boone  28607 

Wayne 

David  Martin  Hendricks  (AN),  700  N. 
Spence  Ave.,  Apt.  C-3,  Goldsboro 
27534 
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your  life  style.  Fax  your  cover  letter  and  CV  to  Physician 
Solutions,  Inc.,  at  919/845-1947,  or  call  us  at  919/845- 
0054  and  let's  get  started. 
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The  only  thing  worse  than  t^llUl.P^ 

your  patient  she  has  Ca^nCClj 

is  telling  her  twice. 


BRACAnalysis 


Your  breast  cancer  patients  who  possess  an  altered 
BRCAl  or  BRCA2  gene  have  a  greatly  increased  risk  of 
a  second  breast  cancer  —  as  high  as  65%   —  and  a 
ten-fold  increased  risk  for  ovarian  cancer? 

Knowing  your  patient's  BRCA  status  lets  you  more 

knowledgeably  recommend  effec- 

Discover  the  risks.  ,  , 

I  i„j„^^.,„j  ^u„  ^„f;^r,c.     tive  procedures,  treamients  and 
,  Unaerstand  the  options.  ^^  ' 

preventive  measures. 

Knowledge  of  a  patient's  family  history  is  not  enough. 
Nor  is  it  always  rehable.  BRACAnalysis*  is  the  only  way  to 
accurately  identify'  these  women. 

Test  results  are  kept  confidential,  patients  are 
protected  by  law  from  health  insurance  discrimination, 
and  the  analysis  cost  is  covered  by  insurance  companies. 

Compelling  independent  studies  detailing  the 
cUnical  significance  of  BRCA  status  in 
women  with  breast  cancer  abound.  We 
invite  you  to  learn  more.  Visit  us  at 
www.myriad.com,  or  call  1-800-469-7423. 

'  Lancet  1994:343:692-695  ,    -^Journal  of  Clinrcal  Oncology  1998:  16:2417-2425. 


MYRIAD® 
Answers. 


What  can  a  map  tell  you  about  a  computer  system? 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolinas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross /Blue  Shield 
(with  no  per-claim  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  tinmatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
transmission  in  a  practice 
management  system.  ...       : 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 


iSystems 


inc. 

Carolina  Research  Park  •  One  Science  Court 

Columbia,  SC  29203-9356 

800-800-6472  •  803-735-7700 
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2000  MEETING  DATES 


NCMS  Executive  Committee April  15,  NCMS  Headquarters,  Raleigh 

July  22,  NCMS  Headquarters,  Raleigh 
September  23,  NCMS  Headquarters,  Raleigh 


NCMS  Executive  Council April  16,  NCMS  Headquarters,  Raleigh 

September  24,  NCMS  Headquarters,  Raleigh 


NCMS  Committee  Conclave March  16-17,  Embassy  Suites,  Cary 


NCMS  Annual  Meeting November  9-12,  Grandover  Resort,  Greensboro 


AMA June  9-15,  Chicago  Hilton,  Chicago,  IL  (Annual  Meeting) 

December  1-6,  Marriott  Orlando  World  Center,  Orlando,  PL  (Interim  Meeting) 
March  25-28  -  Fontaine  Bleu  Hotel,  Miami,  FL  (AMA  Leadership) 
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2000 

222  North  Person  Street 
Raleigh,  North  Carohna  27601 

Post  Office  Box  27167 
Raleigh,  North  Carolina  2761 1 

Telephone:  (919)833-3836 
NC  Only:  (800)  722-1350 

Fax:  (919)833-2023 
Website:  www.ncmedsoc.org 
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OFFICERS 

(Officers  are  Voting  Members  of  both  the  Executive  Council  and  Executive  Committee) 

President Don  C.  Chaplin,  MD,  1234  Huffman  Mill  Rd.,  Burlington  27215  (336-538- 1234)(E-Mail:  donchapiin@compuserve.com) 

President-Elea John  A.  Fagg,  MD,  2901  Maplewood  Ave.,  Winston-Salem  27103  (336-765-8620)(E-Mail:  jafmd@aol.com) 

First  Vice-President Ronald  H.  Levine,  MD,  2404  White  Oak  Rd.,  Raleigh  27609  (919-782-0838)(E-Mail:  ron.Ievine@sph.unc.edu) 

Second  Vice-President P.  William  Aycock,  Jr.,  MD,  660  Summit  Crossing  Place,  Ste.  201,  Gastonia  28054  (704-867-0735)(E-Mail;  pwamd@aol.com) 

Secretary-Treasurer Charles  F.  WiUson,  MD,  Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  Bldg.,  3E139,  Greenville  27858-4354(252-816-3221) 

(E-Mail:  cwillson@pcmh.com) 

Speaker Jeffrey  W.  Runge,  MD,  Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861  (704-355-7092)(E-Mail;  jrunge@arolinas.org) 

Vice-Speaker Richard  F.  Bruch,  MD,  2609  N.  Duke  St.,  Ste.  900,  Durham  27704  (919-220-5255)(E-Mail:  rbruch@attglobal.net) 

Immediate  Past-President Carl  K.  Rust,  11,  MD,  1331  Landfall  Dr.,  Wilmington  28405  (910-256-2568)(E-Mail:  ckrust@aol.com) 

Exeaittve  Vice  President,  CEO Robert  W.  Seligson,  PO  Box  27167,  Raleigh  2761 1  (919-833-3836)(E-Mail:  rseligson@ncmedsoc.org) 

COUNCILORS  AND  VICE-COUNCILORS 

(Councilors  are  Voting  Members  of  the  Executive  Council  -  Vice-Councilors  are  Non-Voting  Members.) 

First  District-  Councilor Lindsey  L.  White,  MD,  1 1 1-B  Medical  Dr.,  Elizabeth  City  27909  (252-331-1 100)(2000) 

Vice-Councilor Robert  E.  Lane,  MD,  600  S.  Church  St.,  Hertford  27944  (252-426-571 1)(2000) 

Second  District-  Counalor Neil  C.  Bender,  MD,  PO  Box  68,  Pollocksville  28573  (252-633-1010)(2001)(E-Mail:  bendermd@aol.com) 

Vice-Councilor Michael  R.  Towarnicky,  MD,  PO  Box  68,  Pollocksville  28573-0068  (252-633-1010)(2001) 

Third  District-  Councilor Lindsey  E.  deGuehety,  MD,  1812  Glendale  Dr.,  Wilson  27893  (252-291-5864)(2000)(E-Mail:  breadieg@unc.edu.com) 

Vice-Councilor W.  James  Stackhouse,  MD,  201  Cox  Blvd.,  Goldsboro  27534  (919-734-9455)(2000)(E-Mail:  jim@stackhouse.com) 

Fourth  District-  Councilor Michael  P.  Moulton,  MD,  106  Oxmoor  Place,  Wilmington  28403-6306  (910-452-l400)(2001)(E-Mail:  mmoull7071@aol.com) 

Vice-Councilor Brent  D.  Wright,  MD,  2131  S.  17'''  St.,  PO  Box  9025,  Wilmington  28402-9025  (910-762-9093)(2001) 

Fifth  District-  Councilor Robert  A.  Krause,  MD,  1 1  Office  Park  Dr.,  Jacksonville  28540  (910-353-9906)(2000)(E-Mail:  rkrausemd@grbralter.net) 

Vice-Councilor Richard  G.  Juberg,  MD,  400  E.  "H"  Street,  Erwm  28339  (910-897-5521)(2000) 

Sixth  District-  Councilor Edward  C.  Bratzke,  MD,  6131  Falls  of  the  Neuse  Rd.,  Ste.  200,  Raleigh  27609  (2001)(E-Mail:  ebratzke@mindspring.com) 

Vice-Councilor David  H.  Gremillion,  MD,  3024  New  Bern  Ave.,  Raleigh  27610  (919-250-8520)(2001) 

Seventh  District-  Councilor ....  Bradford  B.  Walters,  MD,  32  Wedgewood  Rd.,  Chapel  Hill  27514-7060  (919-966-1374)(2000)(E-Mail:  medbbw@med.unc.edu) 

Vice-Coimcilor Jennifer  T.  Fortney,  MD,  2  Scott  Place,  Durham  27705  (919-681-6390)(2000)(E-Mail:  fortn001@mc.duke.edu) 

Eighth  District-  Councilor Zane  T.  Walsh,  Jr.,  MD,  2810  Huntington  Rd.,  Fayetteville  28303  (910-323-9010)(2001)  (E-Mail:  zwalsh@mail.apcnet.com) 

Vice-Councilor Robert  A.  Appel,  MD,  1786  Metromedical  Dr.,  Fayetteville  28304  (910-485-8151)(2001)(E-Mail:  wahoos99@aol.com) 

Ninth  District- Councilor Byron  J.  Hoffman,  Jr.,  MD,  421  N.  Holly  Ave,,  Siler  City  27344  (919-663-3360)(2000) 

Vice-Councilor James  B.  Patterson,  MD,  1638  Memorial  Dr.,  Burlington  27215  (336-226-8000)(2000)(E-Mail:  aladerm@netpath.net) 

Tenth  District-  Councilor Thomas  E,  Jarrett,  MD,  624  Quaker  Lane  #205A,  High  Poim  27262-3893  (336-841-671 1)(2001) 

Vice-Councilor Matthew  B.  Martin,  MD,  1002  N.  Church  St.,  Ste.  302,  Greensboro  27401-1305  (336-275-84l5)(2001){E-Mail:  manex54@aol.com) 

Eleventh  District-  Councilor David  R.  Carr,  MD,  2915  Lyndhurst  Ave.,  Winston-Salem  27103  (336-765-5221)(2000) 

Vice-Councilor Wesley  Covitz,  MD,  Wake  Forest  Univ.  Physicians,  Medical  Center  Blvd.,  Winston-Salem  27157(336-716-4627){2000) 

(E-Mail:  wcovitz@wfubmc.edu) 
Twelfth  District-  Councilor A.  Gray  BuUard,  MD,  103  Country  Club  Dr.,  Concord  28025  (704-795-2198)(2001)(E-Mail:  cabarruslung@prodigy.com) 

Vice-Councilor William  M.  Johnstone,  Jr.,  MD,  1  Memorial  Dr.,  PO  Box  2000,  Pinehurst  28374  (910-295-0861)(2001)(E-Mail:  dublue@aol.com) 

•Thirteenth  District-  Councilor Charles  B.  Rich,  MD,  200  S.  College  St.,  Ste.  400,  Charlotte  28202-2005  (704-365-0760)(2000)(E-Mail:  mlrich@aol.com) 

Vice-Councilor Dale  R.  Shaw,  MD,  3030  Latrobe  Dr.,  Charlotte  2821 1  (704-362-1945)(2000) 

Fourteenth  District-  Councilor Dale  M.  Mandel,  MD,  1219  Lexington  Ave.,  Ste.  A,  Thomasville  27360-3416  (336-475-7l48)(2001) 

(E-Mail:  dmmandel@aol.com) 

Vice-Councilor Mark  L  Appier,  MD,  865  Wesdake  Dr.,  Mt.  Airy  27030-2124  (336-7 19-6 100) (2001) 

Fifteenth  District-  Councilor Philip  J.  Schmitt,  MD,  1095  25*  Ave.  Dr.,  NW,  Hickory  28601  (828-327-7888)(2000) 

Vice-Councilor Ronald  N.  Locke,  MD,  3412  Graystone  Place,  Conover  28613  (828-322-9105)(2000) 

*Sixteenth  District-  Councilor Douglas  D.  Sheets,  MD,  Tryon  Rd.,  PO  Box  1208,  Rutherfordton  28139  (828-287-7383)(2001)(E-Mail:  dsheets@rfci.net) 

Vice-Councilor Thomas  D.  Bailey,  MD,  1807  Arbor  Way  Dr.,  Shelby  28150-6166  (704-482-6767)(2001)(E-Mail:  rdbtwn@aol.com) 

Seventeenth  District-  Councilor S.  Eugene  KirUey,  MD,  518  6th  Ave,  W.,  HendersonviUe  28739-3502  (828-697-7805)(2000) 

Vice-Councibr Albert  J.  Osbaht,  MD,  576  LeRoy  George  Dr.,  Bldg.  1,  Clyde  28721  (828-452-836l)(2000) 

Eighteenth  District-  Councilor Donald  W.  Russell,  MD,  390  S.  French  Broad  Ave.,  AsheviUe  28801  (828-254-5366)(2001) 

Vice-Counalor Eric  W.  Peterson,  MD,  PO  Box  1718,  Asheville  28802  (828-252-3375)(2001) 

Nineteenth  District-  Councilor ....  R,  Lee  West,  MD,  Brody  School  of  Medicine,  Dept.  of  Patholog)',  Brody  7510,  Greenville  27858-4354  (252-816-591 1)(2000) 

(E-Mail:  rdbtwn@aol.com) 

Vice-Councibr Dawn  S.  Brezina,  MD,  210  Bristol  Court,  Greenville  27834-4354  (252-321-0586)(2000)(E-Mail:  dwnbrezina@aol.com) 

'Voting  Member  of  the  Execudve  Committee 


DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

(2 year  term) 

HenryJ.Carr,Jr.,MD,  «(!/> 100  Badger  Ct.,  Clinton  28328  Qanuary  1,  1999-December  31,  2000) 

Elizabeth  P.  Kanof,  MD 2404  White  Oak  Rd.,  Raleigh  27609  Qanuary  1, 1999-December  31,  2000) 

H.  David  Bruton,  MD NC  Dept.  of  Health  &  Human  Services,  2001  Mail  Service  Center,  Raleigh  27699-2001  Qanuary  1,  2000-December  31,  2001) 

(E-Mail:  glenda.parker@ncmail.net) 

Don  C.  Chaplin,  MD 1234  HuffmanMillRd.,Biirlington27215  (January  l,2000-December31,2001)(E-Mail:  donchaplin@compuserve.com) 

]ohnA.Fagg,MD 2901  MaplewoodAve„Winston-Salem27103Ganuaryl,2000-December31,2001)(E-Mail:  jaimd@aol.com) 

Carolyn  R.Ferree,MD Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd.,  Winston-Salem  271 57 

(J  anuaryl,2000-December31,2001)E-Mail:  cferree@wfubmc.edu) 

CharlesL.Garrett,Jr.,MD OnslowMemorialHospital,POBoxl358,Jacksonville2834l  (January  I,1999-December31, 2000) 

(E-Mail:  medxam@onslowonline.net) 
F.MaxtonMauney,Jr.,MD 2316SterlingGreen  Dr., Morrisville27560  (January  I,1999-December31, 2000)  (E-Mail:  macman8888@aol.com) 

ALTERNATE  DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCL\TION 

(2  year  term) 

P.  William  Aycock,  MD 660  Summit  Crossing  Place,  Gastonia  28054  (January  1,  1999-December  31,  2000)  (E-Mail:  pwamd@aol.com) 

Lawrence  M.  Cutchin,  MD Rt.  3,  Box  325,  Tarboro  27886  (January  1, 2000-December  3 1,2001)  (E-Mail:  lcutchin@healthcaresavings.com) 

John  R.  Mangum,  MD 555  Carthage  St.,  Sanford  27330  (January  1,  2000-December  31,  2001) 

Darlyne  Menscer,  MD PO  Box  32861,  Charlotte  28232  (January  1,  2000-December  31, 2001)(E-Mail:  dmenscer@carolinas.org) 

Albert  J.  Osbahr,  MD 576  LeRoy  George  Dr.,  BIdg,  1,  Clyde  28721  Qanuary  1, 1999-December  31,  2000) 

Carol  Ann  Rupe 3201  Mill  Pond  Rd.,  Charlotte  28226  Qanuary  1, 1999-December  31 ,  2000)  (E-Mail:  stboniface@aol,com) 

Carl  K.  Rust,  II,  MD 1331  Landfall  Dr.,  Wilmington  28405  Qanuaiy  1, 2000-December  31,  2001)(E-MaiI:  ckrust@aol.com) 

Charles  F.  Willson,  MD Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  BIdg.,  3E139,  Greenville  27858-4354Qanuary  1, 2000-December  31,  2001) 

(E-Mail:  cwillson@pcmh.com) 

SPECIALTY  SOCIETY  ORGANIZATION  PRESIDENTS 

NC  Society  of  Anesthesiologists David  A.  Crews,  MD,  17  Lock  Ridge  Lane,  Greensboro  27408  (336-299-6333)(E-Mail:  dc818@aol.com) 

North  Carolina  Society  of  Asthma,  Allergy  and  Clinical  Immmolog Joseph  T.  Inglefield,  111,  MD,  1206  Fairgrove  Church  Rd., Hickory  28602-9803  (828-465-7248) 

(E-Mail:  jinglefield@wheezy.com) 

NC  Dermatobg  Association Zoe  D.  Draelos,  MD,  1 15-B  Gatewood  Avenue,  High  Point  27262  (336-841-2040) 

NC  College  of  Emergency  Physicians Greg  Meats,  MD,  4314  Klein  Drive,  Durham  27705  (919-966-5643) 

NC  Society  of  Eye  Physicians  and  Surgeom Cynthia  A.  Hampton,  MD,  451  Ruin  Creek  Rd.,  Ste.  204,  Henderson  27536  (252-492-802 1)(E-Mail;  whampton(?gloryroad.net) 

NC  Academy  of  Eamily  Physicians L  Allen  Dobson,  MD,  PO  Box  1058,  Mt.  Pleasant  28124  (704-436-6521) 

A^C  College  of  Internal  Medicine Rex  M.  McCallum,  MD,  Duke  University  Medical  Center,  Box  2954,  Durham  27710  (919-684-8763) 

NC  Neurological  Society Michael  H.  Bowman,  MD,  4207  Lake  Boone  Tr.,  Ste.  200,  Raleigh  27607-6520  (919-782-3456) 

NC  Neurosurgical  Society Allen  H.  Friedman,  MD,  Duke  University  Medical  Center,  Box  3807,  Durham  27710  (919-681-6421)(E-Mail:  fried010@mc.duke.edu) 

NC  Obstetrical  and  Gynecolopcal  Society Frank  N.H.  Harrison,  MD,  Carolinas  Medical  Center,  Dept.  of  OB/GYN,Charlotte  28232  (704-355-3153) 

(E-Mail:  fharrison@carolinas.org) 

Carolinas  Occupational  and  Environmental  Medical  Association Michael  Alday,  MD,  Regional  Center  for  Occupadonal  Medicine,  101  East  Wood  Street,  Spartanburg,  SC  29303 

NC  Orthopaedic  Association Donald  K.  Bynum,  MD,  UNC,  Dept.  of  Ordiopaedics,  250  Burnett-Womack,  229H  Chapel  Hill  27599  (919-966-9079) 

(E-Mail:  dkbhands@med.unc.edu) 

NC  Society  of  Otolaryngology  and  Head  and  Neck  Surgery Peter  G.  Chikes,  MD,  200  Medical  Park  Dr.,  Ste.  320,  Concord  28025  (704-782-2 166)  (E-Mail:  chnspgc@ctc.net) 

NC  Society  of  Pathologists Paula  Sz)pko,  MD,  PO  Box  5001,  High  Point  27262  (336-884-6064) 

NC  Pediatric  Society Jane  M.  Foy,  MD,  Dept.  of  Pediatrics,  Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd.,  Winston-Salem  27157  (336-727-8105) 

(E-Mail:  jmfoy@wfubmc.edu) 

NC  Society  of  Physical  Medicine  and  Rehabilitation Cara  B.  Siegel,  MD,  UNC  School  of  Medicine,  CB#7200,  Chapel  Hill  27599-7200  (919-966-5464) 

NC  Society  of  Plastic  and  Reconstructive  Surgery L.  Scon  Levin,  MD,  Duke  University  School  of  Medicine,  Box  3945, Durham  27710  (919-681-5079) 

(E-Mail:  Ievin001@mc.duke.edu) 

NC  Academy  of  Preventive  Medicine Desmond  K.  Runyan,  MD,  UNC  School  of  Medicine,  Dept.  of  Social  Medicine,  CB#7240,  Chapel  Hill  27599-7240 

(9 1 9-962- 1 1 36) (E-Mail:  drunyan@med.unc.edu) 

NC  Psychiatric  Association John  G.  Wagniti,  MD,  PO  Box  9,  West  End  27376-9142  (910-673-91 11)(E-Mail:  neurosis@ac.net) 

A^C  Chapter,  American  College  of  Radiology Christopher  G.  Ullrich,  MD,  Charlone  Radiology,  PA  3030  Latrobe  Dr.,  Charlotte  2821 1  (704-362-1945) 

(E-Mail:  chris.ullrich@worldnet.att.net) 

NC  Chapter,  Amencan  College  of  Surgeons Rollin  S.  Burhans,  MD,  PO  Box  15698,  Durham  27704  (919-479-4400)(E-Mail:  burhans@mindspring.com) 

NCUrologfcal Association Thomas  C.  Leitner,  MD,  1428  Ellen  St.,  Monroe  281 12-5173  (704-289-4361) 


SECTION  CHAIRS 

Organized  Medical  Stajf Stephen  S.  Rotholz,  MD,  2709  Blue  Ridge  Rd.,  #200,  Raleigh  27607  (919-786-6800)(E-Mail:  srotholz@aol.com) 

Medical  Students John  P.  Fernald,  Co-Omir,  2921  Cedar  Creek  Rd.,  #18,  Greenville  27834  (252-752-3465)(E-Mail:  fernald@brody.med.ecu.edu) 

Grantham  D.  Warren,  Co-Chair,  l)l(sA  Landmark  St.,  Apt.  G-2,  Greenville  27834  (252-353-7181)(E-Mail:  warreng@brody.med.ecu.edu) 

Physician  Assistants Debbie  A.  Hauser,  PA-C,  5739  Whipporwill  Dr.,  Pfafftown  27040  (336-716-6276)(E-Mail:  hauser@ols.net) 

Resident  Physiciam 

Young  Physicians Mary  Ann  Contogiannis,  MD,  530  N.  Elam  Ave.,  Greensboro  27403-2907  (336-299-4907) 

International  Medical  Graduates Shirish  D.  Devasthali,  MD,  101  Robeson  St.,  Ste.  210,  Fayetteville  28301  (910-483-8586)(E-Mail:  sd4piano@aol.com) 


NCMS  HEADQUARTERS  STAFF 

Robert  W.  Seligson  (Bob)  (ext  133) (rseligson@ncmedsoc.org) Executive  Vice  President,  CEO 

Linda  J.  Carter  (Linda)  (ext  135) (lcarter@ncmedsoc.org) Executive  Assistant  to  Executive  Vice  President 

Donna  M.  Marx  (Donna)  (ext  106) (dmarx@ncmedsoc.org) Secretary,  Executive  Department 

Donald  R.  Wall  (Don)  (ext  109)  (dwall@ncmedsoc.org) Deputy  Executive  Vice  President,  Operations  &  Administration 

Katherine  L.  Moore  (Kadierine)  (ext  122)(kmoore@ncmedsoc.org) Manager,  Financial  Services  and  Information  Systems 

Kelly  S.  Wilson  (Kelly)  (ext  102/I2I)(kwilson@ncmedsoc.org) LAN  Administrator  &  Administrative  Assistant 

Cynthia  M.  Worrow  (Cindy)  (ext  108)(cworrow@ncmedsoc.org) Receptionist 

Shawn  M.  Scott  (Shawn)  (ext  1 17)  (sscott@ncmedsoc.org) Director,  Membership  Services  &  Marketing 

Elizabeth  M.  Godwin  (Deanna)  (ext  136)(dgodwin@ncmedsoc.org) Assistant  Director,  Membership 

Sande  L.  Warren  (Sande)  (ext  104)  (swarren@ncmedsoc.org) Administrative  Assistant,  Membership 

Geannease  Morman  (Geannease)  (ext  105)  (gmorman@ncmedsoc.org) Secretary,  Membership 

W.  Alan  Skipper  (Alan)  (ext  1 13)  (askipper@ncmedsoc.org) Director,  Specialty  Society,  Meeting  &  Education  Services 

Karla  C.  Gibbs  (Karla)  (ext  1 1 1) (kgibbs@ncmedsoc.org) Assistant  Director,  Meeting  &  Education  Services 

Lucretia  P.  Gross  (Lucy)  (ext  101)(Igross@ncmedsoc.org) Administrative  Assistant,  Specialty  Society  Services 

Janae  L.  Prime  0anae)  (ext  108)(jprime@ncmedsoc.org)  Secretary,  Specialty  Society,  Meeting  &  Education  Services 

Michael  S.  Edwards  (Mike)  (ext  1 12) (medwards@ncmedsoc.org) Director,  Communications 

DebraJ.  Griffith  (Debra)  (115)(dgrifFith@ncmedsoc.org) Communications  Coordinator 

Earl  W.  Cowan  (Bud)  (ext  142) (budcowan@ncmedsoc.org) Technical  Director,  Communications  Production 

Garry  W.  Linton  (Garry)  (ext  127) (glinton@ncmedsoc.org) Production  Coordinator 

Stephen  W.  Keene  (Steve)  (ext  1 14)  (skeene@ncmedsoc.org) Deputy  Executive  Vice  President,  Government  Affairs  &  Health  Policy 

Ann  L.  Hale  (Ann)  (ext  lI8)(ahale@ncmedsoc.otg) Director  Health  Policy  Research 

Carol  A.  Scheele  (Carol)  (ext  130)  (cscheele@ncmedsoc.org) Director,  Managed  Care 

Amy  Jo  Bain  (Amy  Jo)  (ext  110)(ajbain@ncmedsoc.org) Assistant  Director,  Government  Affairs 

Marcy  D.  Dion  (Marcy)  (ext  119)(mdion@ncmedsoc.org) Assistant  Director,  Legislative  &  Political  Action 

Jennifer  H.  Cohan  (Jenni)  (ext  l47)(jcohan@ncmedsoc.org) Managed  Care  Coordinator 

Jean  E.  Lewis  Qean)  (ext  107)  (jlewis@ncmedsoc.org) Administtative  Assistant,  Government  Afl^rs 


NCMS  FOUNDATION  STAFF 

Pam  P.  Highsmith  (Pam)  (ext  l44)(phighsmidi@ncmedsoc.org) Associate  Executive  Director 

Frank  W.  Leak,  MD  (Frank)  (ext  141)(fleak@ncmedsoc.org) Director,  Kate  B.  Reynolds  Community  Practitioner  Program 

Barbara  D.  Matula  (Barbara)  (ext  11 6) (bmatula@ncmedsoc.org) Director,  Health  Care  Programs 

Carole  B.  Miller  (Carole)  (ext  l46)(cmiller@ncmedsoc.org) Outreach  Coordinator 

Linda  M.  Russell  (Linda)  (ext  145)  (lrussell@ncmedsoc.org) Secietary 

NCMS  ALLIANCE  STAFF 

Sibyl  E.  Pedzwater  (Sibyl)  (ext  124) (spedzwater@ncmedsoc.org) Executive  Director 

Sonia  McCoy  (Sonia)  (ext  132)(smccoy@ncmedsoc.org) Achninistrative  Assistant 

NC  MEDICAL  JOURNAL  STAFF 

Francis  A.  Neelon,  MD,  (Frank)(neelo0001@mc.duke.edu) Editor 

Florence  T.  Nash  (Florence)(nash0004@mc.duke.edu) Managing  Editor 


SPECIALTY  CODING 


A  Allergy 

ADL  Adolescent  Medicine 

ADM  Addiction  Medicine 

ADP  Adolescent  Psychiatr)' 

AI  Allergy  &  Immunology 

ALD  Alcohol  &  Drug  Abuse 

ALI  Allergy  &  Immunology/Cli.  &  Lab. 

Immunology 

AM  Aerospace  Medicine 

AMM  Administrative  Medicine 

AN  Anesthesiolog)' 

APM  Pain  Management-Anesthesiology 

ARO  Adult  Reconstructive  Orthopaedics 

AS  Abdominal  Surgery 

ATP  Anatomical  Pathology 

BBK  Blood  Banking/Transfusion 

C  Cardiology 

CBG  Clinical  Biochemical  Genetics 

CCA  Critical  Care  Medicine  - 

Anesthesiology 

CCG  Clinical  Cytogenetics 

CCM  Critical  Care  Medicine  -  Internal 

Medicine 

CCN  Critical  Care  Medicine  - 

Neurological  Surgery 

ceo  Critical  Care  Medicine  -OB-GYN 

CCP  Critical  Care  Medicine  -  Pediatric 

CCS  Critical  Care  Medicine  -  Surgery 

CD  Cardiovascular  Diseases 

CDS  Cardiovascular  Surgery 

CG  Clinical  Genetics 

CHN  Child  Neurolog}' 

CHP  Child  and  Adolescent  Psychiatry 

CLP  Clinical  Patholog)' 

CMG  Clinical  Molecular  Genetics 

CMP  Chemical  Pathology 

CN  Clinical  Neuro-Physiology 

CNP  Clinical  Neuro-Pathology 

CRS  Colon  and  Rectal  Surgery 

CS  Cosmetic  Surgery 

CVT  Cardiothoracic  &  Vascular 

D  Dermatology 

DDL  Clinical/Laboratory  Dermatological 

Immunology 

DL\  Diabetes 

DLI  Diagnostic  Lab.  Immunology 

DMP  Dermatopathology 

DR  Diagnostic  Radiology 

EM  Emergenq'  Medicine 

END  Endocrinolog)',  Diabetes  & 

Metabolism 

ESM  Sports  Medicine-Emergency 

Medicine 

ETX  Medical  Toxicology-Emergency 

Medicine 

FOP  Forensic  Pathology 


FP 

Family  Practice 

OS 

Other  Specialty 

FPG 

Geriatric  Medicine-Family  Practice 

OSM 

Orthopedic-Sports  Medicine 

FPS 

Facial  Plastic  Surgery 

OSS 

Orthopedic  Surgery  of  the  Spine 

FPY 

Forensic  Psychiatry 

OT 

Otology 

FSM 

Sports  Medicine-Family  Practice 

OTO 

Otolaryngology 

GE 

Gastroenterology 

OTR 

Orthopedic  Surgery-Trauma 

GER 

Geriatrics 

P 

Psychiatry 

GO 

Gynecological  Oncology 

PA 

Clinical  Pharmacology 

GPM 

General  Preventive  Medicine 

PCP 

Cytopathology 

GS 

General  Surgery 

PD 

Pediatrics 

GYN 

Gynecology 

PDA 

Pediatric  Allergy 

HEM 

Hematology-Internal  Medicine 

PDC 

Pediatric  Cardiology 

HEP 

Hepatolog}' 

PDF 

Pediatric  Endocrinology 

HMP 

Hematology/Pathology 

PDG 

Pediatric  Gastroenterology 

HNS 

Hand  and  Neck  Surgery 

PDO 

Pediatric  Otolaryngology 

HSO 

Hand  Surger)'-Orthopedic  Surgery 

PDP 

Pediatric  Pulmonology 

HSP 

Surgery  of  the  Hand- Plastic 

PDR 

Pediatric  Radiology 

Surgery 

PDS 

Pediatric  Surgery 

HSS 

Hand  Surgery-Surgery 

PDT 

Pediatric  Medical  Toxicology 

HYP 

Hypnosis 

PDU 

Pediatric  Urology 

ICE 

Cardiac  Electrophysiology 

PEM 

Pediatric  Emergency  Medicine 

ID 

Infectious  Disease 

PH 

Public  Health 

IG 

Immunology 

PHO 

Pediatric  Hematology-Oncology 

ILI 

Clinical/Lab.  Immunology-Internal 

PIP 

Immunopathology 

Medicine 

PLI 

Clinical/Laboratory  Immunology- 

IM 

Internal  Medicine 

Pediatrics 

IMG 

Geriatric  Medicine-Internal 

PMD 

Pain  Medicine 

Medicine 

PMR 

Physical  Medicine  and 

IND 

Industrial  Medicine 

Rehabilitation 

ISM 

Spons  Medicine-Internal  Medicine 

PN 

Pediatric  Nephrology 

LM 

Legal  Medicine 

PO 

Pediatric  Ophthalmology 

MFM 

Maternal  and  Fetal  Medicine 

PP 

Pediatric  Patholog)' 

MFS 

Maxillofacial  Surgery 

PPR 

Pediatric  Rheumatology 

MG 

Medical  Genetics 

PS 

Plastic  Surgerv' 

MM 

Medical  Microbiology 

PSM 

Pediatric  Spons  Medicine 

MO 

Musculoskeletal  Oncology 

PTH 

Pathology 

N 

Neurology 

PUD 

Pulmonary  Disease 

NEP 

Nephrolog)' 

PYA 

Psychoanalysis 

NER 

Neuro  Radiolog)' 

PYG 

Geriatric  Psychiatry 

NM 

Nuclear  Medicine 

PYM 

Psychosomatic  Med 

NP 

Neuro  Patholog}' 

R 

Radiolog}' 

NPM 

Neonatal-Perinatal  Medicine 

REN 

Reproductive  Endocrinology 

NR 

Nuclear  Radiology 

RHU 

Rheumatology 

NS 

Neurological  Surgery 

RIP 

Radioisotopic  Pathology 

NSP 

Pediatric  Surgery-Neurology 

RO 

Radiation  Oncology 

NTR 

Nutrition 

RP 

Radiological  Physics 

OBG 

Obstetrics  and  Gynecology 

SM 

Sports  Medicine 

OBS 

Obstetrics 

SRS 

Spinal  Reconstructive  Surgery 

OM 

Occupational  Medicine 

TR 

Therapeutic  Radiology 

OMO 

Orthopedic  Musculoskeletal 

TRS 

Traumatic  Surgery 

Oncology 

TS 

Thoracic  Surgery 

ON 

Oncology 

U 

Urology 

OP 

Pediatric  Orthopedics 

UM 

Underseas  Medicine 

OPH 

Ophthalmology 

VIR 

Vascular  and  Interventional 

ORAL 

Oral  Surgery 

Radiology 

ORS 

Orthopedic  Surgery 

VS 

Vascular  Surgery 

COMMITTEE  AND  COMMISSION  APPOINTMENTS 

The  committees  listed  herein  have  been  authorized  by  President  Don  C.  Chaplin,  MD,  and/or  as  required  under  the  Constitution  and  Bylaws  and  the  Procedure 
and  Policy  Manual.  Particular  note  should  be  taken  of  the  authorization  of  the  House  of  Delegates  of  a  commission  form  of  organization  activity  and  that  all 
committees  except,  COORDINATING  COUNCIL  OF  SPECIALTY  SOCIETIES,  CREDENTL«lLS  COMMITTEE,  EVALUATION  COMMITTEE, 
FINANCE  COMMITTEE,  LEGISLATION  COMMITTEE,  MEDL\TION  COMMITTEE,  NOMINATING  COMMITTEE,  and  PLANNING  COUNCIL 
are  segregated  under  the  respective  commission  in  which  the  function  of  the  committee  logically  rests.  This  will  tend  to  eliminate  overlapping  and  duplication  in 
activity  programs  and  result  in  coordination  of  the  work  of  the  Society  in  a  manner  to  lessen  the  work  of  the  Delegates  during  the  Annual  Meeting  of  the  House  of 
Delegates. 


I.  FAMILY  HEALTH  COMMISSION 

Darlyne  Menscer,  MD,  Commissioner  (704-446- 1086) (FAX  704-446-1092) 

Carolinas  Medical  Center,  Dept.  of  Family  Practice,  PO  Box  32861,  Charlotte 

28232-2861 

(E-MAIL:  dmenscer@carolinas.org) 


1 .  Aging  Committee  (I- 1 ) 

Clare  J.  Sanchez,  MD,  Chair  (9 19-733-0742) (FAX  919-733-0743) 
Dorothea  Dix  Hospital,  Director,  Medical  Surgical  Division, 
3601  Mail  Service  Center,  Raleigh  27699-3601 
(E-MAIL:  afsanchezjt@worldnet.att.net) 
Staff:  Pam  Highsmith  ~  Committee  No.  1 

2.  Children  and  Youth  Committee  (1-2) 

Gordon  D.  Coleman,  MD,  Chair  (910-763-2072)(FAX  910-763-1586) 
1920S.  16'*  St.,  Wilmington  28401 
(E-MAIL:  gcoleman@wilmington.net) 
Staff:  Carole  Miller  -  Committee  No.  4 

3.  Domestic  Violence  Committee  (1-3) 

Peggy  E.  Goodman,  MD,  Chair  (252-8l6-2954)(FAX  252-816-3589) 
Brody  School  of  Medicine,  Dept.  of  Emergency  Medicine, 
Greenville  27858-4354  (E-MAIL:  goodman@brody.med.ecu.edu) 
Staff:  Don  Wall  -  Committee  No.  9 

4.  Women's  Health  Committee  (1-4) 

Elizabeth  A.  Bell,  MD,  Chair  (919-681-6535)(FAX  919-668-6265) 
Duke  University  Medical  Center,  Box  3094,  Durham  27710 
(E-MAIL:  bell0027@mc.duke.edu) 
Staff:  Mike  Edwards  -  Committee  No.  28 


II.  COMMUNITY  HEALTH  COMMISSION 

William  E.  Bowman,  Jr.,  MD,  Commissioner 

(336-387-8 1 00)(FAX  336-387-8202) 

1002  N.  Church  St.,  Ste.  302,  Greensboro  27401 

(E-MAIL:  gsadr@aol.com) 

Cancer  Committee  (II- 1) 

Larry  C.  Crawford,  MD,  Chair  (336-538-2374)(FAX  336-538-2393) 

1234  Huffman  Mill  Road,  Burlington  27215 

(E-MAIL:  doctorc@compuserve.com) 

Staff:  Marcy  Dion  -  Committee  No.  3 


2.  Injury  Control  Committee  (II-2) 

Herbert  G.  Garrison,  III,  MD,  Chair  (252-816-8688)(FAX  252-816-7890) 

Brody  School  of  Medicine,  Dept.  of  Emergency  Medicine, 

Greenville  27858-4354 

Staff:  Amy  Jo  Bain  -  Committee  No.  12 

3.  Occupational  &  Environmental  Health  Committee  (II-3) 

Ricky  L.  Langley,  MD,  Chair  (lM/OM)(336-304-2274) 
(FAX  336-286-1021)  1506  Miles  Chapel  Rd.,  Mebane  27302 
Staff:  Ann  Hale  -  Committee  No.  21 

4.  Sports  Medicine  Committee  (II-4) 

Walton  W.  Curl,  MD,  Chair  (336-716-4207)(FAX  336-716-6286) 
Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 
Winston-Salem  27157  (E-MAIL:  wwcurl@wfubmc.edu) 
Staff:  Alan  Skipper,  Karla  Gibbs  -  Committee  No.  25 


III.  PUBLIC  HEALTH  COMMISSION 

Bradford  B.  Walters,  MD,  Commissioner 

(919-966-1374)(FAX  919-966-6627) 

32  Wedgewood  Rd.,  Chapel  Hill  27514-7060 

(E-MAIL:  medbbw@med.unc.edu) 

1 .  Mental  Health  Committee  (III- 1 ) 

Barry  S.  Ostrow,  MD,  Chair  (9I9-787-7125)(FAX  919-781-9952) 
3900  Browning  Place,  Ste.  201,  Raleigh  27609 
Staff:  Pam  Highsmith  -  Committee  No.  18 

2.  Prevention  and  Public  Health  Committee  (III-2) 

John  H.  Morrow,  MD,  Chair  (252-4l3-1443)(FAX  252413-1446) 
201  Government  Circle,  Greenville  27834 
(E-MAIL:  ncs0978@interpath.com) 
Staff:  Debra  Griffith  -  Committee  No.  23 

3.  Substance  Abuse  Committee  (III-3) 

Robert  C.  Vanderberry,  MD,  Chair 

5108  Holly  Ridge  Farm  Rd.,  Raleigh  27616 

Staff:  Debra  Griffith  -  Committee  No.  26 

4.  Tobacco  Control  Committee  (III-4) 

Richard  J.  Rosen,  MD,  Chair  (336-545-0637)(FAX  336-545-0637) 

8  Sommerton  Dr.,  Greensboro  27408 

(E-MAIL:  gbororosen@aol.com) 

Staff:  Carole  Miller  ~  Committee  No.  27 


6 


IV.  OPERATIONS  AND  GOVERNANCE  COMMISSION 

Michael  F.  Miltich,  MD,  Commissioner  (704-945-4210)(FAX  704-945-4216) 

10352  Park  Rd.,  Charlorte  28210-8401 

(E-MAIL:  miltich@aoi.com) 

1.  Bioethics  Committee  (IV- 1) 

Darlyne  Menscer,  MD,  Chair  (704-446- 1086)(FAX  704-446-1092) 
Carolinas  Medical  Center,  Dept.  of  Family  Practice,  PO  Box  32861, 
Charlotte  28232-2861  (E-MAIL:  dmenscer@carolinas.org) 
Staff:  Ann  Hale  -  Committee  No.  2 

2.  Communications  Committee  (IV-2) 

Cynthia  Anne  Hampton,  MD,  Chair  (252-492-8021) 

(FAX  252-492-3420)  451  Rum  Creek  Rd.,  Ste.  204,  Henderson  27536 

(E-MAIL:  whampton@gloryroad.net) 

Staff:  Mike  Edwards  -  Committee  No.  5 


VI.  HEALTH  CARE  ADVOCACY  TASK  FORCE 

Lawrence  M.  Cutchin,  MD,  Commissioner 

(9 1 9-828- 1 789)(FAX  9 1 9-828- 1 720) 

PO  Box  27987,  Raleigh  27611 

(E-MAIL:  lcutchin@healthcaresavings.com) 

1.  Access  to  Health  Care  Task  Force 

Carolyn  R.  Ferree,  MD,  Chair  (336-7 16-4981) (FAX  336-716-5972) 
Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 
Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
Staff:  Barbara  Matula  -  Committee  No.  30 

2.  North  Carolina  Medical  Journal  Task  Force 

Henry  J.  Carr,  jr.,  MD,  Charr  (910-592-2964)(FAX  910-592-5763) 

100  Badger  Ct.,  Clinton  28238 

Staff:  Don  Wall,  Mike  Edwards,  Pam  Highsmith  -  Committee  No.  29 


3.  Constitution  and  Bylaws  Committee  (IV-3) 

Richard  F.  Bruch,  MD,  Chair  (919-220-5255)(FAX  919-220-6379) 
Triangle  Orthopaedic  Association,  2609  N.  Duke  St., 
Ste.  900,  Durham  27704  (E-MAIL:  rbruch@attglobal.net) 
Staff:  Linda  Carter  ~  Committee  No.  6 

4.  Membership  Services  and  Marketing  Committee  (rV-4) 

Lawrence  M.  Cutchm,  MD,  Chair  (919-828-1789)(FAX  919-828-1720) 

PO  Box  27987,  Raleigh  27611 

(E-MAIL:  lcutchin@healdicaresavings.com) 

Staff:  Shawn  Scott,  Deanna  Godwin,  Don  Wall  -  Committee  No.  17 


V.  PROFESSIONAL  RELATIONS  COMMISSION 

Christopher  G.  Ullrich,  MD,  Commissioner 

(704-362-7071)(FAX  704-355-5238) 

Charlotte  Radiology,  PO  Box  36937,  Charlotte  28236 

(E-MAIL:  chris.ullrich@worldnet.att.net) 

1 .  Managed  Care  Committee  (V- 1 ) 

Charles  B.  Rich,  MD,  Chair  (704-365-0760)(FAX  704-367-6329) 
200  S.  College  St.,  Ste.  400,  Charlotte  28202-2005 
(E-MAIL:  mlrich@aol.com) 
Staff:  Carol  Scheele  -  Committee  No.  14 

2.  Medical  Education  Comminee  (V-2) 

William  E.  Easterling,  Jr.,  MD,  Chair 

(919-929-2522)(FAX919-929-2522) 

304  Nottingham  Dr.,  Chapel  Hill  27514  (E-MAIL:  wee@med.unc.edu) 

Staff:  Alan  Skipper,  Karia  Gibbs  -  Committee  No.  16 

3.  N.  C.  Industrial  Commission  Liaison  Committee  (V-3) 

Albert  J.  Osbahr,  MD,  Chair  (828-452-836l)(FAX  828-452-8364) 
576  LeRoy  George  Dr.,  Building  1,  Clyde  28721 
Staff:  Ann  Hale  -  Committee  No.  20 

4.  Professional  Insurance  Committee  (V-4) 

Richard  E.  Lassiter,  MD,  Chair  (919-942-8571)(FAX  919-942-6355) 
120  Conner  Dr.,  Ste.  101,  PO  Box  3317,  Chapel-Hill  27514 
(E-MAIL:  riassiter@pol.net) 
Staff:  Alan  Skipper,  Karla  Gibbs  -  Committee  No.  24 


COMMITTEES  NOT  ASSIGNED  TO  A  COMMISSION 

1 .  Coordinating  Council  of  Specialty  Societies 

Robert  E.  Kanich,  MD,  Chair  (9 19-78 1-3922) (FAX  919-571-2992) 
5938  Ponderosa  Rd.,  Raleigh  27612  (E-MAIL:  rekanich@earthlink.net) 
Staff:  Alan  Skipper  -  Committee  No.  7 

2.  Credentials  Comminee 

Charles  H.  Duckett,  MD,  Chair  {252-923-136l)(FAX  252-923-1361) 
605  Blackbeard's  View,  Bath  27808-0279 
(E-MAIL:  cduckett@beaufortco.com) 
Staff:  Deanna  Godwin  -  Committee  No.  8 

3.  Evaluation  Committee 

Don  C.  Chaplin,  MD,  Chair  (336-538-1234)(FAX-336-538-2394) 
1234  Huffman  Mill  Rd.,  Burlington  27215 
(E-MAIL:  donchaplin@compuserve.com) 
Staff:  Bob  Seligson  -  Committee  No.  10 

4.  Finance  Committee 

Charles  F.  WiUson,  MD,  Chair  (252-816-3221)(FAX  252-816-2398) 
Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  BIdg.,  3E139 
Greenville  27858-4354  (E-MAIL:  cwillson@pcmh,com) 
Staff:  Don  Wall,  Katherine  Moore  -  Committee  No.  1 1 

5.  Legislation  Committee 

Daniel  Gottovi,  MD,  Chair  (9 10-34 1-3481) (FAX  910-341-3326) 
1202  Medical  Center  Drive,  Wilmington  28401-7307 
(E-MAIL:  gottovd@isaac.net) 
Staff:  Steve  Keene  -  Committee  No.  13 

6.  Mediation  Comminee 

Carolyn  R.  Ferree,  MD,  Chair  (336-716-4981)(FAX  336-716-5972) 
Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 
Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
Staff:  Ann  Hale  -  Committee  No.  15 

7.  Nominating  Committee 

Stephen  M.  Herring,  MD,  Chair  (910-486-9093)(FAX  910-486-9048) 

1314  Medical  Dr.,  Ste.  103,  FayeneviUe  28304 

(E-MAIL:  smherring@aol.com) 

Staff:  Linda  Carter  -  Comminee  No.  19 

8.  Plaiming  Coimcil 

John  R.  Mangum,  MD,  Chair  (9 19-774-65 18) (FAX  919-774-1831) 

555  Carthage  St.,  Sanford  27330 

Staff:  Bob  Seligson,  Don  Wall,  Steve  Keene  -  Comminee  No.  22 
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COMMITTEE  LISTING 


1.  Aging  Committee  I-l  (12)  (4  Consultants) 

Clare  J.  Sanchez,  MD(GER/IM)(919-733-0742)  CHAIR 

(FAX  919-733-0743) ,  Director,  Medical  Surgical  Div., 

Dorothea  Dbc  Hospital,  3601  Mail  Service  Center, 

Raleigh  27699-3601  (E-MAIL:  afsanchezjr@woridnet.att.net) 
John  T.  Dees,  MD  (FP/PH)(9 1 0-457- 1 900)(FAX  9 1 0-457- 1 900) 

3C  Lavender  Ct.,  PO  Box  3012,  Bald  Head  Island  28461 
Andrew  N.  Dentino,  MD  (IMG/PYG) (9 10-276-7727) 

(FAX  910-277-7439)  PO  Box  1889,  Laurinburg  28353-1889 
William  J.  Long,  MD  (FP/GER)(704-344-2130)(FAX  704-344-2144) 

8401  Medical  Plaza  Dr.,  Charlotte  28212 
Susan  S.  McDermott,  MD  (N)(336-713-8557)(FAX  336-713-8588) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Box  2254,  Winston-Salem  27157  (E-MAIL:  smcdermo@bgsm.edu) 
Darlyne  Menscer,  MD  (FP/GER)(704-446-1086)(FAX  704-446-1092) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  dmenscer@carolinas.org) 
Bunon  V.  Reifler,  MD  (P/PYG)(336-716-4552)(FAX  336-716-6830) 

Wake  Forest  University  School  of  Medicine,  Dept.  of  Psychiatry, 

Medical  Center  Blvd.,  Winston-Salem  27157-1087 

(E-MAIL:  breifler@wfubmc.edu) 
W.  Richard  Schmits,  Jr.,  MD  (FP/FPG) 

(9 1 0-646-4078)  (FAX  9 1 0-646-40 1 0) 

107  Church  Street,  PO  Box  169,  Lake  Waccamaw  28450 
Joan  1.  Schwanz,  MD  (FP)  (704-446- 1204) (FAX  704-446-1221) 

PO  Box  32861,  Charlotte  28232  (E-MAIL:  jschwanz@carolinas.org) 
Diane  M.  Sherman,  MD  (IM)(704-355-5100)(FAX  704-355-5125) 

1800  Lumarka  Drive,  Charlotte  28212 

(E-MAIL:  sherman@perigee.net) 
Abe  Walston,  11,  MD  (CD/IM)(919-403-2028)(FAX  919-490-1 171) 

4612  Hunter  Ridge  Trail,  Durham  27707 

(E-MAIL:  heelprint@aol.com) 
Stefan  C.  Weiss  (ST)(DUKE)(919-419-1762) 

4800  University  Dr.,  #8E,  Durham  27707 

(E-MAIL:  scw4@acpub.duke.edu) 

Consultants: 

Mary  Bediel  (919-733-3983)(FAX  919-733-0443) 

NC  Dept.  of  Health  and  Human  Services,  Division  of  Aging, 

2101  Mail  Service  Center,  Raleigh  27699-2101 
Marlene  Chasson,  Executive  Director  (919-782-1530) 

Friends  of  Residents  of  Long  Term  Care,  3301 

Woman's  Club  Dr.,  Ste.  103,  Raleigh  27612 
Lynne  M.  Perrin,  Chief  (919-857-401 1)(FAX  919-733-2796) 

Institutional  Services,  Division  of  Medical  Assistance, 

25 1 1  Mail  Service  Center,  Raleigh  27699-25 1 1 
Betty  Wiser,  Ed.D.,  Ditector  (919-715-0122)(FAX  919-733-0488) 

Osteoporosis  Program,  Division  of  Public  Assistance, 

NC  Department  of  Health  &  Human  Services, 

404  Dbde  Trail,  Raleigh  27607 

2.  Bioethics  Committee  IV- 1  (32)  (4  Consultants) 

Darlyne  Menscer,  MD  (FP/GER) (704-446- 1086) (FAX  704-446-1092) 
CHAIR,  Carolinas  Medical  Center,  Dept.  of  Family  Practice, 
PO  Box  32861,  Charlotte  28232-2861 
(E-MAIL:  dmenscer@carolinas.org) 


Clifford  J.  Long,  MD  (OBG)(910-295-0286)(FAX  910-295-0876) 

VICE-CHAIR,  PO  Box  2000,  Pinehurst  28374 

(E-MAIL:  tavga500@hwy5.net) 
George  C.  Barrett,  MD  (R)  (704-384-5684)  (FAX  704-343-0908) 

1239  Wareham  Ct.,  Charlotte  28207-2154 

(E-MAIL:  gcarl9@aol.com) 
Don  W.  Bradley,  MD  (FP)  (9 19-765-4003)  (FAX  919-765-4409) 

Blue  Cross  Blue  Shield  of  NC,  PO  Box  2291,  Durham  27702-2291 

(E-MAIL:  don-bradley@scpo3.bcbsnc.com) 
Jeffrey  W.  Byrnen,  MD  (GSm)(336-538-1888)(FAX  336-538-1313) 

1041  Kirkpatrick  Rd.,  #150,  Burlington  27215 

(E-MAIL:  j.byrnett@juno.com) 
Kenneth  E.  Cosgrove,  MD  (lM/CD)(828-692-2231) 

(FAX  828-692-9742)  705-A  6di  Ave.,  W.,  Hendersonville  28739 
Jack  L.  Cram,  MD  (REN)(704-343-3400)(FAX  704-343-3428) 

1918  Randolph  Rd.,  Charlotte  28207-1 102 

(E-MAIL:  ■crain3168@aol.com) 
Andrew  N.  Dentino,  MD  (IMG/PYG)(910-276-7727) 

(FAX  910-277-7439)  PO  Box  1889,  Laurinburg  28353-1889 
David  J.  Edwards,  IV  (ST)(DUKE)(919-286-4803) 

1113  Alabama  Ave.,  Durham  27705 

(E-MAIL:  edevor067@mc.duke.edu) 
Mary  Frances  Forrester  Oames)(NCMS  Alliance)(704-263-8603) 

(FAX  704-263-0558)  PO  Box  459,  Stanley  28164 

(E-MAIL:  Mmax837621@aol.com 
Herbert  S.  Gates,  Jr.,  MD  (OBG)(252-354-726l)(FAX  252-354-7261) 

7016  Ocean  Dr.,  Emerald  Isle  28594  (E-MAIL:  gates@mail.clis.com) 
Rogers  G.  "Chip"  Howell,  II,  MD  (PD/NPM)(704-384-4944) 

(FAX  704-384-5936)  200  Hawthorne  Lane,  Charlotte  28233-3549 

(E-MAIL:  rghl@phsc.com) 
Peggy  J.  Hutt  Goe)(President,  NCMS  Alliance)(828-586-5724) 

(828-586-5724)  969  Monteith  Branch  Road,  Sylva  28779 

(E-MAIL:  peggyhurt@yahoo.com) 
Richard  L  James,  MD  (FP/GYN)  (336-983-0991) 

PO  Box  1157,  King  2702 1-1157  (E-MAIL:  sue57dick@aol.com) 
Kathryn  C.  Kelley,  MD  (N)(704-355-3l65)(FAX  704-355-7626) 

Carolinas  Medical  Center,  Division  of  Neurology,  Box  32861, 

Charlotte  28232-2861  (E-MAIL:  lhamo001@mc.duke.edu) 
Imtiaz  Khurshid,  MD  (lM)(252-757-0046) 

802-13  Treybrooke  Circle,  Greenville  27834 

(E-MAIL:  khurshid@poI.net) 
John  E.  Lawrence,  Jr.,  MD  (CD/lM)(828-254-8054) 

(FAX  828-255-4892)  PO  Box  7239,  AsheviUe  28802 
MarkA.Mattioli,MD(P/PD) 

1 108  Chowan  Ave.,  Durham  27713 
Assad  Meymandi,  MD  (P/N)(919-954-5020)(FAX  919-954-5020) 

3320/218  Executive  Drive,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
RobertW.Monteiro,MD(IM)(252-633-10I0)(FAX252-224-3071) 

1917  Trent  Blvd.,  New  Bern  28560 

(E-MAIL:  rmonteiro@coastalnet.com) 
Lawrence  W.  Moore,  Jr.,  MD  (OPH)(919-682-934l) 

(FAX  919-956-9312)  1 1 10  W.  Main  St.,  Durham  27701 
C.  Glenn  Pickard,  Jr.,  MD  (IM) (9 19-966-2276) (FAX  919-966-2274) 

UNC  School  of  Medicine,  5039  Old  Clinic  Bldg.,  CB#71 10, 

Chapel  Hill  27599-7110 


COMMITTEE  LISTING 


N.  Heramba  Prasad,  MD  (EM)(252-756-8740)(FAX  252-736-9754) 

119  Duke  Rd.,  Winterville  28590-4354 

(E-MAIL:  emprasad@eastnet.ecu.edu) 
Charles  B.  Rich,  MD  (IM)(704-365-0760)(704-367-6329) 

200  S.  College  St.,  Ste.  400,  Charlotte  28202-2005 

(E-MAIL:  mlrich@aol.com) 
Nicholas  E.  Stratas,  MD  (P/HYP) (9 19-787-7 125) (FAX  919-781-9952) 

3900  Browning  Place,  #201,  Raleigh  27609 

(E-MAIL:  stratas@interpath.com) 
J.  Richard  Tamisiea,MD(CD/IM)(910-34l-3301)(FAX 910-341-3419) 

1202  Medical  Center  Dr.,  Wilmington  28401 
Donald  E.  Vaughn,  MD(EM/FP)(919-856-6238) 

6117  Redmond  Ct.,  Raleigh  27612-6729 

(E-MAIL:  devmder@mindspring.com) 
Wayne  W.  Von  Seggen,  PA-C  (FP/OM)(336-716-9992) 

(FAX  336-766-1488)  4550  Greenfield  Way  Dr., 

Winston-Salem  27103-9757  (E-MAIL:  wvonseggen@aol.com) 
AbeWalston,  II,  MD  (CD/IM)(919-403-2028)(FAX  919-490-1171) 

4612  Hunter  Ridge  Trail,  Durham  27707 

(E-MAIL:  heelprint@aol.com) 
James  P.  Weaver,  MD  (CDS)(919-471-9332)(FAX  919-471-4642) 

4125  Ben  Franklin  Blvd.,  Ste.  100,  Durham  27704 
Robert  H.  Wilkinson,  Jr.,  MD  (NM/R) (9 19-68 1-271 1) 

Duke  University  Medical  Center,  Box  3949,  Durham  27710 

Consultants: 

Julian  D.  Bobbin,  Jr.,  JD  (919-821-6612)(FAX  919-821-6800) 
Smith,  Anderson,  Blount,  Dorsett,  Mitchell,  Jernigan  Law  Firm, 
2500  First  Union  Capital  Center,  PO  Box  261 1,  Raleigh  27602-261 1 

Kathryn  E.  Heilig  (9 19-677-42 13)  (FAX  919-677-4200) 
NC  Hospital  Association,  PO  Box  4449,  Gary  27519-4449 

D.  Scott  Lindsay,  Chaplain  (704-371-4168) 
Presbyterian  Hospital,  PO  Box  33549,  Charlotte  28233 

Rosemarie  Tong,  PhD  (704-892-2000)  UNC  Charlotte,  Dept.  of 
Philosophy,  9201  University  City  Blvd.,  Charlotte  28223-0001 

3.      Cancer  Committee  II-l  (I5)(8  Consultants) 

Larry  C.  Crawford,  MD  (GS/TS)(336-538-2374)  CHAIR 

(FAX  336-538-2393)  1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  doctorc@compuserve.com) 
Susan  Blackwell,  PA-C  (ON/HEM)(919-684-5621)(FAX  919-681-5864) 

2319  W.  Club  Blvd.,  Durham  27710 

(E-MAIL:  black012@duke.mc.edu) 
Shirish  D.  Devasdiali,  MD  (lM/ON)(910-483-8586) 

(FAX  910-483-9212)  101  Robeson  St.,  #210,  Fayetteville  28301 

(E-MAIL:  sd4piano@aol.com) 
Robert  V.  Higgins,  MD  (GO)(704-355-8650)(FAX  704-355-2779) 

Carolinas  Medical  Center,  1000  Blythe  Blvd.,  PO  Box  32861, 

Charlone  28232 
Peggy  J.  Hun  (Joe)(President,  NGMS  Alliance)  (828-586-5724) 

(828-586-5724)  969  Monteith  Branch  Road,  Sylva  28779 

(E-MAIL:  peggyhun:@yahoo.com) 
Kenneth  S.  Karb,  MD  (ON/IM)(336-272-2l4l)(FAX  336-274-7413) 

301  E.  Wendover  Ave.,  Ste.  300,  Greensboro  27401 
Charles  L  Knupp,  MD  (HEM/IM)(252-816-2560)(FAX  252-816-3418) 

Brody  School  of  Medicine,  Dept.  of  Medicine,  3E127  Brody  BIdg., 

Greenville  27858-4354 


Ernest  N.  Kraybill,  MD  (PD/NPM)(919-966-1344)(919-966-7879) 

UNC  School  of  Medicine,  CB  7097,  BIdg.  52, 

Chapel  Hill  27599-7097  (E-MAIL:  emestnk@med.unc.edu) 
Susan  A.  Melin,  MD  (ON/HEM) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157-1082 
Robert  C.  Moffatt,  MD  (ON/GS)(828-258-2464)(FAX  828-255-8224) 

Medical  Center  Building,  86  Victoria  Rd.,  AsheviUe  28801 
Thomas  W.  Prewitt,  Jr.,  MD  (GS)(828-268-0688)(FAX  828-268-0413) 

400  Shadowline  Dr.,  Ste.  101,  Boone  28607 

(E-MAIL:  tprewitt_brsg@appstate.campus) 
Alan  R.  Thalinger,  MD  (ON/IM)(704-365-0760)(FAX  704-367-6658) 

4501  Cameron  Valley  Pky.,  #300,  Charlotte  2821 1-3546 
Peter  S.  Turk,  MD  (GS)(704-377-3900)(FAX  704-377-1244) 

2104  Randolph  Rd.,  Ste.  A,  Charlotte  28207 
Henry  A.  Unger,  MD  (U)(919-467-3203)(FAX  919-460-8915) 

105  SW  Gary  Pkwy.,  Ste.  200,  Gary  275 1 1 

(E-MAIL:  haunger@bellsouth.net) 
Leopold  M.  Waldenberg,  MD  (GS)(919-420-5000)(FAX  919-420-5006) 

PO  Box  17200,  Raleigh  27619-2101 

(E-MAIL:  leopoldw@mindspring.com) 

Consultants; 

Lynn  G.  Dressier,  MA,  Research  Assistant  Professor  (919-966-0196) 
Department  of  Medicine,  UNC  Lineberger  Comprehensive  Cancer 
Center,  UNC  School  of  Medicine,  CB#7295,  Chapel  Hill  27599-7295 

Joe  L.  Holliday,  MD,  MPH  (919-715-0125)(FAX  919-733-0488) 
Dept.  of  Health  and  Human  Services,  Division  of  Community  Health, 
Chronic  Disease  Section,  1915  Mail  Service  Center,  Raleigh  27699-1915 

Dale  Herman,  Acting  Director  (919-715-4555)(FAX  919-733-8485) 
NC  Central  Cancer  Registr)',  NC  Dept.  of  Health  and  Human 
Services,  1908  Mail  Service  Center,  Raleigh  27699-1908 

Renee  Myatt,  MA,  Manager,  Cancer  Control  Program 
(919-715-3369)(FAX  919-733-0488)  NC  Dept.  of  Health  and 
Human  Services,  Division  of  Public  Health,  1915  Mail  Service  Center, 
Raleigh  27699-1915 

Joseph  S.  Pagano,  MD  (919-966-3036) 

UNC  Lineberger  Comprehensive  Cancer  Center,  UNC  School  of 
Medicine,  CB#7295,  Chapel  Hill  27599-7295 

Marion  S.  mite,  MSPH,  Executive  Director  (919-715-3337) 
(FAX  919-733-0488)  NC  Advisoiy  Committee  on  Cancer, 
Coordination  and  Control,  NC  Dept.  of  Health  and  Human  Services, 
1915  Mail  Service  Center,  Raleigh  27699-1915 

Judidi  C.  Wright,  RN,  BSN,  MPH  (919-793-9595)(FAX  919-793-9495) 
Public  Health  Nurse  Consultant,  Division  of  Community  Health,  NC 
Dept.  ot  Health  and  Human  Services,  1 12  Hilly  Circle,  Plymouth  27962 

Children  and  Youth  Committee  1-2  (23)(1  Consultant) 

Gordon  D.  Coleman,  MD  (PD)(910-763-2072)(FAX  910-763-1586) 

CHAIR,  1920  S.  16-^  St.,  Wilmington  28401 

(E-MAIL:  gcoleman@wilmington.net) 
Ann  F.  Wolfe,  MD  (PD/PH)(919-715-3663)(FAX  919-715-3807) 

VICE-CHAIR,  2017  Landings  Way,  Raleigh  27615 
W.  Paul  Biggers,  MD  (OTO/A)(919-966-3341)(FAX  919-968-0055) 

UNC  School  of  Medicine,  610  Burnett- Womack, 

CB#7070,  Chapel  Hill  27599-7070 


COMMITTEE  LISTING 


Claude  S.  Bunon,  III,  MD  (D/IM) (9 19-68 1-5442) (FAX  9 19-933- 1339) 

Duke  University  Medical  Center,  Box  351 1,  Durham  27710 

(E-MAIL:  burto002@mc.duke.edu.) 
Wilbert  C.  DHlard,  PA-C  (PD/ADL)(336-725-05l4) 

(FAX  336-725-2173)  2295  E.  14*  Street,  Ste.  100,  Winston-Salem  27105 

(E-MAIL:  wdill97@aol.com) 
E.  Stephen  Edwards,  MD  (PD) (9 19-78 1-7490) (FAX  919-783-0903) 

2800  Blue  Ridge  Blvd.,  Ste.  501,  Raleigh  27607-6496 

(E-MAIL:  sedwardI@ix.netcom.com) 
David  L  Fairbrother,  MD  (PD)(252-353-5385)(FAX  252-353-5385) 

536  Bayberry  Lane,  Winterville  28590 

(E-MAIL:  dlf2256@aol.com) 
Robert  D.  Fitch,  MD  (ORS/PDS)(919-684-3104)(FAX  919-681-8703) 

Duke  University  Medical  Center,  Box  291 1,  Durham  27710 

(E-MAIL:  fitch002@mc.duke.edu) 
William  T.  Hardaker,  Jr.,  MD  (ORS)(919-684-5334)(FAX  919-684-8280) 

Duke  University  Medical  Center,  Box  3956,  Durham  27710 

(E-MAIL:  harda001@mc.duke.edu) 
Don  Hayes,  jr.,  MD  (252-816-304l)(FAX  252-816-2398) 

1613  Longwood  Dr.,  Greenville  27858 

(E-MAIL:  donhayes@medmail.uky.edu) 
Olson  Huff,  MD  (PD)(828-254-4701)(FAX  828-254-3692) 

50  Doctors  Dr.,  Ste.  M105,  Asheville  28801 
Sudesh  Kataria,  MD  (PD)(252-816-3198)(FAX  252-816-3444) 

Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Greenville  27858-4354 

(E-MAIL:  skataria@brody  med.ecu.edu.) 
L.  Andrew  Koman,  MD  (ORS/HSS)(336-7l6-2878)(FAX  336-716-6286) 

Wake  Forest  University  School  of  Medicine,  Dept.  of  Orthopaedics, 

Medical  Center  Blvd.,  Winston-Salem  27157-1070 

(E-MAIL:  lakoman@wfiibmc.edu) 
C.  Scott  McLanahan,  MD  (NS/NSP)(704-376-1605)(FAX  704-335-8448) 

1010  Edgehill  Rd.,  N.,  Charlotte  28207-1830 

(E-MAIL:  scottmclanahan@cnsa.com) 
Faisal  Merchant  (ST)(DUKE)(919-383-l493) 

50  Sparger  Springs  Lane,  Durham  27705 

(E-MAIL:  faisal.mercham@duke.edu) 
Peter  J.  Morris,  MD(PD/GPM)(919-250-3813)(FAX919-212-7285) 

3224  Doulton  Lane,  Fuquay  Varina  27526 

(E-MAIL:  pmorris@co.wake.nc.us) 
Connie  Parker  (William)  (NCMS  Alliance)  (9 10-343-0724) 

(FAX  910-251-2459)  1901  S.  Live  Oak  Pkwy.,  Wilmington  28403 

(E-MAIL:  cparker@cape-fear.net) 
Frank  E.  Pollock,  MD  (ORS)(336-724-3l4l) 

2833  Forest  Dr.,  Winston-Salem  27104 
Molly  Sachdev  (ST)  (DUKE)  (9 19-383-1 129) 

129  Forest  Oaks,  Durham  27705  (E-MAIL:  ms3@acpub.duke.edu) 
David  A.  Smith,  MD(P/CHP)(919-408-0707)(FAX919-493-6808) 

101  Cloister  Ct.,  Ste.  B,  Chapel  Hill  27514-5420 

(E-MAIL:  dsmidi2472@aol.com) 
Debara  L  Tucci,  MD  (OTO)(919-684-6968)(FAX  919-681-6881) 

Duke  University  Medical  Center,  Box  3805,  Durham  27710 
Ross  L  Vaughan,  Jr.,  MD  (NPM/PD)(919-350-8545)(FAX  919-350-8146) 

Wake  Medical  Center,  3000  New  Bern  Ave.,  Raleigh  27610 

(E-MAIL:  vaughanr@med.unc.edu) 
Karen  L.  Verell,  MD  (PD/ADL)  (9 10-3  53-6262) 

156  Memorial  Court,  Jacksonville  28546 


Consultant: 

TomVitaglione(919-715-3808)(FAX919-715-3187) 

NC  Dept.  of  Health  and  Human  Services,  Children  and  Youth  Section, 

1916  Mail  Service  Center,  Raleigh  27699-1916 

5.  Communications  Committee  rV-2  (10) 

Cyndiia  Anne  Hampton,  MD  (OPH)(252-492-8021)  CHAIR 

(FAX  252492-3420)  451  Ruin  Creek  Rd.,  Ste.  204,  Henderson  27536 

(E-MAIL:  whampton@gloryroad.net) 
Ann  Ashburn  (Phillip) (NCMS  Alliance)(919-781-3965) 

2700  Townedge  Ct.,  Raleigh  27612(E-MAIL:  aashburn@netscape.net) 
Carolyn  R  Ferree,  MD  (RO)(336-716-4981)(FAX  336-716-5972) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
John  A.  Lovin  (Vickie)(NCMS  Alliance) (828-327-9232) 

(FAX  828-327-2107)  704  West  7''  St.,  Newton  28658 

(E-MAIL:  the4dir@twave.net) 
Assad  Meymandi,  MD  (P/N)(919-954-5020)(FAX919-954-5O2O) 

3320/218  Executive  Drive,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
Michael  F.  Milrich,  MD  (OTO/PDO)(704-945-4210)(FAX  704-945-4216) 

10352  Park  Road,  Charlotte  28210-8401 

(E-MAIL:  miltich@aol.com) 
Joan  I.  Schwanz,  MD  (FP)(704-446-1204)(FAX  704-446-1221) 

PO  Box  32861,  Charlotte  28232  (E-MAIL:  jschwanz@carolinas.org) 
Douglas  D.  Sheets,  MD(OBG)(828-287-7383)(FAX  828-287-8020) 

Tryon  Rd.,  PO  Box  1208,  Rutherfordton  28139 

(E-MAIL:  dsheets@rfci.net) 
Bradford  B.  Walters,  MD  (NS) (9 19-966- 1374) (FAX  919-966-6627) 

32  Wedgewood  Road,  Chapel  Hill  27514-7060 

(E-MAIL:  medbbw@med.unc.edu) 
Michael  R  Wolff  MD  (U)(336-227-2761)(FAX  336-227-4242) 

827  Heather  Rd.,  Burlington  27215 

(E-MAIL:  bua-pa.com) 

6.  Constitution  &  Bylaws  Committee  rV-3  (5) 
Richard  F.  Bruch,  MD  (ORS)(919-220-5255)  CHAIR 

(FAX  919-220-6379)  Triangle  Orthopaedic  Association, 

2609  N.  Duke  St.,  Ste.  900,  Durham  27704 

(E-MAIL:  rbruch@attglobal.net) 
John  A.  Fagg,  MD  (PS)(336-765-8620)(FAX  336-768-6236) 

2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  jafmd@aol.com) 
Cyndiia  A.  Hampton,  MD  (OPH)(252-492-8021)(FAX  252492-3420) 

451  Ruin  Creek  Road,  Ste.  204,  Henderson  27536 

(E-MAIL:  whampton@gloryroad.net) 
Michael  F.  Mildch,  MD  (OTO/PDO)(7O4-945-4210)(FAX  704-9454216) 

10352  Park  Rd.,  Charlotte  28210-8401 

(E-MAIL:  miltich@aol.com) 
Jeffrey  W.  Runge,  MD  (EM) (704-3 5 5-7092) (FAX  704-355-7047) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  jrunge@carolinas.org) 

7.  Coordinating  Council  of  Specialty  Societies  (2 1 )  (4  Consultants) 
Robert  E.  Kanich,  MD  (PTH)(NC  Society  of  Padiologists)  CHAIR 

(919-781-3922)(FAX  919-571-2992)  5938  Ponderosa  Rd., 
Raleigh  27612  (E-MAIL:  rekanich@eardilink.net) 
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James  H,  Maxwell,  MD  (DR)(NC  Chap.  Amer,  Coll.  of  Radiology) 

VICE-CHAIR,  (336-832-8l40)(FAX  336-288-0573)  4  Loch  Ric^e  Dr., 

Greensboro  27408-3868  (E-MAIL:  jmaxw27408@aol.com) 
W.  Byron  Barber,  11,  MD  (PS/HSS)(NC  Sociery  of  Plastic  and 

Reconstructive  Surge7)(336-275-0919)(FAX  336-275-4849) 

PO  Box  13800,  300  W.  Northwood  St.,  Greensboro  27415-3800 

(E-MAIL:  wbb2md@aol.com) 
Michael  H.  Bowman,  MD  (N)(NC  Neurological  Society)(9 19-782-3456) 

(FAX  919420^»76)  4207  Lake  Boone  Tr.,  Ste.  200,  Raleigh  27607-6520 

(E-MAIL:  gsadr@aol.com) 
L.  Allen  DobsoD,  Jr.,  MD  (FP)(NC  Academy  of  Family  Physicians) 

(704-783-1044)(FAX  704-783-1077)  920  Church  St.,  Concord  28025 

(E-MAIL:  adobson@northeastmedical.org) 
Jane  M.  Foy,  MD  (PD)(NC  Pediatric  Society) (9 10-727-8 105) 

(FAX  910-727-8547)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  jmfoy@wfubmc.edu) 
Allan  H.  Friedman,  MD  (NS)(NC  Neurosurgical  Society) 

(9 1 9-68 1  -642 1 )  (FAX  9 1 9-68 1  -7872)  Duke  University  Medical 

Center,  Box  3807,  Durham  27710  (E-MAIL:  fried010@mc.duke.edu) 
John  S.  Harman,  MD  (U)(NC  Urological  Association)(336-227-2761) 

(FAX  336-227-4242)  827  Heather  Rd.,  Burlington  27215 
Frank  N.H.  Harrison,  Jr.,  MD  (OBG)(NC  Obstetrical  and  8. 

Gynecological  Society)(704-355-3153)(FAX  704-355-1941) 

PO  Box  32861,  Charlotte  28232  (E-MAIL:  fharrison@carolinas.org) 
Cherri  D.  Hobgood,  MD  (EM)(NC  College  of  Emergency  Physicians) 

(919-966-5933)(FAX  919-966-3049)  6599  Gordonton  Road, 

Hurdle  Mills  27541  (E-MAIL:  chobgood@interpath.com) 
Joseph  T.  Inglefield,  III,  MD  (AI/PDA)(NC  Soc.  of  Asdima,  Allergy  and 

Clinical  Immunology)(828-465-7248)(FAX  828-466-1135) 

1206  Fairgrove  Church  Rd.,  Hickory  28602-9803 

(E-MAIL:  jinglefield@wheezy.com) 
L.  Andrew  Koman,  MD  (ORS/HSS)(NC  Ordiopaedic  Association) 

(336-7l6-2878)(FAX  336-716-6286)  Wake  Forest  University  School 

of  Medicine,  Medical  Center  Blvd.,  Winston-Salem  27157-1070 

(E-MAIL:  lakoman@wfubmc.edu) 
Gerald  A.  Maccioli,  MD  (AN/CCA)(NC  Society  of  Anesthesiologists) 

(919-783-3034)(FAX  919-783-9441)  6131  Falls  of  Neuse  Rd., 

Ste.  200,  Raleigh  27609-3518  (E-MAIL:  gmaccioh@mindspring.com)       9. 
J.  Stuart  McCracken,  MD  (OPH)(NC  Society  of  Eye  Physicians  and 

Surgeons) (9 19-220-5439) (FAX  919-220-6023)  2609  N.  Duke  St., 

Ste.  802,  Durham  27704 
Russell  G.  Medders,  MD  (OTO)(NC  Soc.  of  Otolaryngology  and  Head 

&  Neck  Surgery)(919-787-1374)(919-571-8135) 

3100  Blue  Ridge  Rd.,  Ste.  201,  Raleigh  27612 
John  C.  Murray,  MD  (D)(NC  Dermatology  Association)  (9 19-68 1-2393) 

(FAX  919-684-6505)  Duke  University  Medical  Center,  Box  2907, 

Durham  27710  (E-MAIL:  murra013@mc.duke.edu) 
Janelle  A.  Rhyne,  MD  (ID/IM)(NC  Society  of  Internal  Medicine) 

(910-815-3245)(FAX  910-251-1420)  1202  Medical  Center  Dr., 

Wilmington  28401  (E-MAIL:  janrhyne@wilmington.net) 
James  T.  McDeavitt,  MD  (NC  Society  of  Physical  Medicine  and 

Rehabilitation)(704-355-4330)(FAX  704-355-0709)  1100  Blythe 

Blvd.,  Charlotte  28203  (E-MAIL:  jmcdeavitt@carolinas.org) 
Thomas  N.  Stephenson,  MD  (P)(NC  Psychiatric  Association) 

(919-929-1 101)(FAX  919-929-1 148)  891  W.  Willow  Dr., 

Ste.  7,  Chapel  Hill  27514 


Woodhall  Stopford,  MD,  MPH  (OM/IM)(Carolinas  Occupational  & 
Environmental  Med.  Assoc.)  (9 19-286-5744)  (FAX  919-286-5647) 
2200  W.  Main  St.,  Ste.  600A,  Durham  27715-3834 
(E-MAIL:  stopfoo2@mc.duke.edu) 

Leopold  M.  Waldenberg,  MD  (GS)(NC  Chapter,  American  College  of 
Surgeons)(919-420-5000)(FAX  919-420-5006)  PO  Box  17200, 
Raleigh  27619-2101  (E-MAIL:  leopoldw@mindspring.com) 

Consultants: 

William  N.  Hilliard,  Executive  Director  (919-787-5859)  NC  Society  of 

Anesthesiologists,  NC  Society  of  Internal  Medicine, 

PO  Box  6524,  Raleigh  27628 
Katherine  P.  Hux,  Executive  Director  (919-859-3370) 

NC  Psychiatric  Association,  4917  Waters  Edge  Dr., 

Ste.  250,  Raleigh  27606 
Sue  L  Makey,  CAE,  Executive  Vice-Presidem  (919-833-21 10) 

(Fax  9 1 9-833- 1 80 1 )  NC  Academy  of  Family  Physicians, 

PO  Box  10278,  Raleigh  27605 
W.  Alan  Skipper,  Director,  NCMS  Specialty  Society,  Meeting  and 

Education  Services  Dept.  (919-833-3836)(FAX  919-833-2023) 

PO  Box  27167,  Raleigh  27611 

Credentials  Committee  (of  Delegates  to  House  of  Delegates)  (5) 
Charles  H.  Duckett,  MD  (FP)  (252-923- 1361)  CHAIR 

(FAX  252-923-1361)  605  Blackbeard's  View,  Bath  27808-0279 

(E-MAIL:  cduckett@beaufonco.com) 
James  R.  Dingfelder,  MD  (OBG)(919-942-4100)(FAX  919-490-8050) 

The  Tiburon  Center,  180  Providence  Road,  Ste.  #3, 

Chapel  Hill  27514  (E-MAIL:  judiding@aol.com) 
J.  Grayson  Hall,  MD  (FP)(336-386-8268) 

PO  Box  158,  Dobson  27017  (E-MAIL:  jhall@advi.net) 
L  Brent  Wilshire,  MD  (OPH)(910-346-2444)(FAX  910-347-6663) 

825  Gum  Branch  Rd.,  Ste.  135,  Jacksonville  28540-6270 

(E-MAIL:  lbwmd@aol.com) 
Charles  S.  Zwerling,  MD  (OPH/A)(919-736-3937)(FAX  919-735-3701) 

2709  Medical  Office  PL,  Goldsboro  27530 

(E-MAIL:  zwerling@micropigmentation.com) 

Domestic  Violence  Committee  1-3  (12)(I0  Consultants) 

Peggy  E.  Goodman,  MD  (EM)(252-816-2954)  CHAIR 

(FAX  252-816-3589)  Brody  School  of  Medicine,  Dept.  of  Emergency 

Medicine,  Greenville  27858-4354 

(E-MAIL:  goodman@brody.med.ecu.edu) 
David  H.  Gremillion,  MD  (IM/ID)  VICE-CHAIR 

(919-250-8520)(FAX  919-250-7988)  3024  New  Bern  Ave., 

Raleigh  27610 
Paul  R.G.  Cunningham,  MD(GS)(252-816-4299)(FAX  252-816-8208) 

Brody  School  of  Medicine,  Dept.  of  Surgery,  Greenville  27858-4354 

(E-MAIL:  pcunningham@pcmh.com) 
Dennis  G.  Egnatz,  MD  (OM/FP)(336-924-46l4)(FAX  336-924-4620) 

3610  Old  Pfafftown  Road,  Winston-Salem  27106 

(E-MAIL:  dgebke@msn.com) 
Herbert  S.  Gates,  Jr.,  MD  (OBG)(252-354-7261)(FAX  252-354-7261) 

7016  Ocean  Drive,  Emerald  Isle  28594(E-MAIL:  gates@mail.clis.com) 
Suzanne  M.  Hage,  PA  (OBG/FP)(919-781-5510)(FAX  919-781-5053) 

419  Chesterfield  Rd.,  Raleigh  27608 
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Mark  Hennessy,  MD  (IM)(910-577-00l4) 

445  Western  Blvd.,  Ste.  J,  Jacksonville  28546-6852 
Peggy  J.  Hurt  Qoe) (President,  NCMS  AJIiance)(828-586-5724) 

(FAX  828-586-5724)  969  Monteith  Branch  Rd„  Sylva  28779 

(E-MAIL:  peggyhurt@yahoo.com) 
Elizabeth  P.  Kanof,  MD  (D)(919-782-0838)(FAX  919-781-1901) 

2404  White  Oak  Rd.,  Raleigh  27609 
John  A.  Lovin  (Vickie)(NCMS  AlliancE)(828-327-9232)(FAX  828-327-2107) 

704  West  7*  St.,  Newton  28658  (E-MAIL:  the4thr@twave.net) 
Jill  Silverman,  MD  (9 19-966-2276) (FAX  919-966-2274) 

Medical  Director,  Beacon  Program,  UNC  School  of  Medicine, 

Dept.  of  General  Medicine,  CB  7110,  Chapel  Hill  27599-71 10 
Nicholas  E.  Stratas,  MD  (P/HYP)(919-787-7125)(FAX  919-781-9952) 

3900  Browning  Place,  #201,  Raleigh  27609 

(E-MAIL:  stratas@interpath.com) 

Consultants: 

Joyce  W.  Taylor  (919-733-2455)(FAX  919-733-2464) 

Domestic  Violence  Grants  Achninistrator,  NC  Council  for  Women, 

1320  Mail  Service  Center,  Raleigh,  27699-1320 
Lisa  Angel  (9 1 9-787-6668)  (FAX  9 1 9-787-636 1 ) 

Rosen  Law  Firm,  4101  Lake  Boone  Trail,  Ste.  200,  Raleigh  27607 
Juanita  M.  Biyant,  Executive  Director  (919-733-2455) 

(FAX  919-733-2464)  NC  Council  for  Women,  1320  Mail  Service 

Center,  Raleigh  27699-1320 
Dona  H.  Caine,  MSN,  RN,  CS  (919-518-1700)  President 

NC  Nurses  Association,  5932-C  Six  Forks  Rd.,  Raleigh  27609 
Patty  Neal  Dorian  (919-956-9124)(FAX  919-682-1449) 

Executive  Director,  NC  Coalition  Against  Domestic  Violence, 

301  W.  Main  St.,  Ste.  350,  Durham  27701 
Kadiryn  E.  Heilig  (919-677-4213)(FAX  919-677-4200) 

NC  Hospital  Association,  PO  Box  4449,  Gary  27519-4449 
Amy  Holloway  (9 1 9-828-750 1  )(FAX  9 1 9-828-8304) 

Executive  Direaor,  Inteiaa  of  Wake  County,  612  Wade  Ave.,  Raleigh  27604 
Nancy  Nicholson  (704-332-2513)(FAX  704-332-5403) 

United  Family  Services/Shelter  for  Battered  Women, 

PO  Box  220312,  Charlotte  28222 
Ernstein  St.  C.  Moore  (9 19-82 1-0790) (FAX  919-821-1893) 

Director,  Family  Violence  Inter/ention  Services  -  DOSE, 

Triangle  Family  Services,  401  Hillsborough  St.,  Raleigh  27603 
Paige  H.  Smith,  PhD,  MSPH  (336-334-5520) 

UNC-Greensboro,  PO  Box  26169,  Greensboro  27402-6169 

10.    Evaluation  Committee  (5) 

Don  C.  Chaplin,  MD(IM/CD)(336-538-1234)(FAX  336-538-2394) 

CHAIR,  1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
John  A.  Fagg,  MD  (PS)(336-765-8620)(FAX  336-768-6236) 

2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  iafmd@aol.com) 
Jeffrey  W.  Runge,  MD  {EM)(704-355-7092)(FAX  704-355-7047) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  irunge@carolinas.org) 
Carl  K.  Rust,  II,  MD  (GE/IM)(910-256-2568)(FAX  910-256-2568) 

1331  Landfall  Dr.,  Wilmington  28405  (E-MAIL:  ckrust@aol.com) 
Charles  F.  WiUson,  MD  (PD)(252-816-3221)(FAX  252-816-2398) 

Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  BIdg.,  3E139 

Greenville  27858-4354  (E-MAIL:  cwiIlson@pcmh.com) 


1 1.  Finance  Comminee  (5)(3  Ex  Officio)(6  Consultants) 

Charles  F.  Willson,  MD  (PD)(252-816-3221)  CHAIR 

(FAX  252-816-2398)  Brody  School  of  Medicine,  Dept.  of  Pediatrics, 

Brody  Bldg.,  3E139,  Greenville  27858-4354 

(E-MAIL:  cwillson@pcmh.com) 
Henry  J.  Carr,  Jr.,  MD  (IM/PUD)(910-592-2964)(FAX  910-592-5763) 

100  Badger  Ct.,  Clinton  28328 
Carolyn  R.  Ferree,  MD  (RO)(336-716-4981)(FAX  336-716-5972) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
John  W.  Foust,  MD  (OTO)(704-366-4218){FAX  704-366-8818) 

2106  Pinewood  Circle,  Charlotte  2821 1 
Darlyne  Menscer,  MD  (FP/GER)(704-446-1086)(FAX  704-446-1092) 

Carolinas  Medical  Center,  PO  Box  32861, 

Charlotte  28232-2861  (E-MAIL:  dmenscer@carolinas.org) 
James  B.  Patterson,  MD  (D) (336-226-8000) (FAX  336-228-7585) 

1638  Memorial  Dr.,  Burlington  27215 
Bradford  B.  Walters,  MD  (NS)(919-966-1374)(FAX  919-966-6627) 

32  Wedgewood  Rd.,  Chapel  Hill  27514-7060 

(E-MAIL:  medbbw@med.unc.edu) 

Ex  Officio: 

Don  C.  Chaplin,  MD  (lM/CD)(President)(336-538-1234) 

(FAX  336-538-2394)  1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
John  A  Fa©  MD  (PS)(Prsident-Hect)(336-765-8620)(FAX  336-765-6236) 

2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  jafmd@aol.com) 
Carl  K  Rust,  II,  MD  (GE/IM)(Immediate  Past-President)(910-256-2568) 

(FAX  910-256-2568)  1331  Landfall  Dr.,  Wilmington  28405 

(E-MAIL:  ckrust@aol.com) 

Consultants: 

William  E.  Bowman,  Jr.,  MD  (GSA^S)  (Commissioner-  II) 

(336-387-8100)(FAX  336-387-8202)  1002  N.  Church  St.,  Ste.  302, 

Greensboro  27401  (E-MAIL:  gsadr@aol.com) 
Michael  F.  Miltich,  MD  (OTO/PDO)(Commissioner-  IV) 

(704-945-4210)(FAX  704-945-4216)  10352  Park  Rd., 

Charlotte  28210-8401  (E-MAIL:  miltich@aol.com) 
Christopher  G.  Ullrich,  MD  (RyNER)(Commissioner-  V) 

(704-362-7071)(FAX  704-355-5238)  PO  Box  36937,  Charlotte  28236 

(E-MAIL:  chris.uIlrich@worldnet.att.net) 
Lawrence  M.  Cutchin,  MD  (IM/PD) (Commissioner-  VI) (9 19-828- 1789) 

(FAX  919-828-1720)  PO  Box  27987,  Raleigh  2761 1 

(E-MAIL:  lcutchin@healthcaresavings.com) 

12.  Injury  Control  Committee  II-2  (19)(9  Consultants) 

Herbert  G.  Garrison,  111,  MD  (EM/GPM)(252-816-8688) 
(FAX  252-816-7890)  CHAIR,  Brody  School  of  Medicine, 
Dept.  of  Emergency  Medicine,  Greenville  27858-4354 

Roy  L.  Alson,  MD  (EM)(336-716-2193)(FAX  336-716-5438) 
Wake  Forest  University  School  of  Medicine,  Emergency  Medicine 
Dept.,  Medical  Center  Blvd.,  Winston-Salem  27157-1089 

John  W.  Baker,  MD  (EM/lM)(704-355-5225)(FAX  704-355-3039) 
Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232 

Paul  R.G.  Cunningham,  MD  (GS)(252-816-4299)(FAX  252-816-8208) 
Brody  School  of  Medicine,  Dept.  of  Surgery,  Greenville  27858-4354 
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John  R.  Dykers,  Jr.,  MD  (FP)(919-663-2931)(FAX  919-663-2751) 

PO  Box  363,  Siler  City  27344  (E-MAIL:  dykers@salem.edu) 
CeliaB.  Ennvisde,  MD  (EM/GP)(704-895-4733)(FAX  704-893-1462) 

16627  Birkdale  Commons  Pkwy.,  Ste.  200,  Humersville  28078-2954 

(E-MAIL:  drenrwisde@ctc.net) 
M.G.F.  Gilliland,  MD  (FOP/PTH)(252-816-4655){FAX  252-816-3650 ) 

Brody  School  of  Medicine,  Dept.  of  Clinical  Patholog)',  Brody  7S10, 

Greenville  27858-4354  (E-MAIL:  mgilliland@brody.med.ecu.edu) 
Terry  A  Grant,  MD  (EM)(919-731-6060)(FAX919-731-6354) 

211  Plantation  Rd.,  Goldsboro  27530-9091 
Michael  H.Lowry,MD(EM)(252-247-1541) 

800  Country  Club  Road,  Unit  41 ,  Morehead  City  28557-4923 
J.  Gary  Maxwell,  MD  (GS)(910-343-0l6l)(FAX910-763-4630) 

Coastal  AHEC  Surgery,  PO  Box  9025,  Wilmington  28402-9025 

(E-MAIL:  flumax@med.unc.edu) 
Robert  C.  Moffart,  MD  (ON/GS)(828-258-2464)(FAX  828-255-8224) 

86  Victoria  Rd.,Asheville  28801 
Michael  D.  Peck,  MD,  Direaor  (GS) (9 19-966-3693) (FAX  919-966-3732) 

NC  Jaycee  Burn  Center,  101  Manning  Dr.,  Chapel  Hill  27599 

(E-MAIL:  mpeck@med.unc.edu) 
George  Podgorny,  MD  (EM/GS)(336-727-l  161)(FAX  336-773-1986) 

2115  Georgia  Ave.,  Winston-Salem  271 04- 1 9 1 7 
Billy  W.  Royal,  MD  (FPY/P)(919-967-9870)(FAX  919-967-9870) 

PO  Box  2387,  Chapel  Hill  27515 
Jeffrey  W.  Runge,  MD  (EM)  (704-355-7092)(FAX  704-335-7047) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  jrunge@carolinas.org) 
Ann  D.  Siva  (Sivalingam)(NCMS  Alliance) (704-867-0945) 

(FAX  704-854-3373)  2352  Jefferson  Ave.,  Gastonia  28056 

(E-MAIL:  ands@gridusa.net) 
Donald  E.  Vaughn,  MD(EM/FP)(9 19-856-6238) 

6117  Redmond  Ct.,  Raleigh  27612-6729 

(E-MAIL:  devmder@mindspring.com) 
Paul  M.  Weathers,  PA-C(704-384-1260)(FAX  704-563-1601) 

7025  Thermal  Rd.,  Charlotte  2821 1  (E-MAIL:  pmw.@phsc.com) 
Steven  F.  Wiegand,  MD  (EM/FP)(919-848-9471) 

2500  Blue  Ridge  Rd.,  Ste.  417,  Raleigh  27607 

Consultants: 

Lt.  Colonel  W.M.  "Gene"  Autry  (9 1 9-733-7952) 

NC  State  Highway  Patrol,  4702  Mail  Setvice  Center,  Raleigh  276994702 
Addie  Avery,  Asst.  Director  (9 1 9-7 1 5-69 12) 

Drivers  License  Section,  Motor  Vehicles  Div., 

1 100  New  Bern  Ave.,  Raleigh  27697-0001 
Drexdal  Pratt,  Chief  (919-733-2285)  Office  of  Emergency  Medical 

Services,  2707  Mail  Service  Center,  Raleigh  27699-2707 
Carol  P.  Council,  Director  of  Research  and  Planning  (919-733-0696) 

Substance  Abuse  Services,  Division  of  Mental  Health,  Developmental 

Disabilities  and  Substance  Abuse  Services,  Dept.  of  Health  and 

Human  Services,  3007  Mail  Service  Center,  Raleigh  27699-3007 
Forrest  M.  Council,  PhD,  Director  (919-962-2202)  UNC  Highway 

Safety  Research  Center,  730  Airpon  Rd.,  Chapel  Hill  27599-3430 
Jeanne  Givens  (9 1 9-7 1 5-6448)(FAX  9 1 9-733-9373) 

Injury  &  Violence  Prevention  Unit,  Division  of  Public  Health, 

Dept.  of  Healdi  and  Human  Services,  1915  Mail  Service  Center, 

Raleigh  27699-1 915 


Joe  M.  Parker,  Director  (919-733-3083) 

Governor's  Highway  Safety  Program,  215  E.  Lane  St.,  Raleigh  27601 
Carol  W.  Runyan,  MPH,  PhD  (919-966-2251)(FAX919-966-0466) 

Director,  Injury  Prevention  Research  Center,  University  of  North 

Carolina,  Chase  Hall,  CB#7505,  Chapel  Hill  27599-7505 
Myron  L.  Wolbarsht,  PhD  (919-660-5670) 

Duke  University,  Psychology  Dept.,  Box  90086,  Durham  27708-0086 

13.    Legislation  Committee  (66)(4  Consultants)  ('Executive  Committee) 
♦Daniel  Gottovi,  MD  (1M/PUD)(9 1 0-34 1  -348 1 )  CHAIR 

(FAX  910-341-3326)  1202  Medical  Center  Dr.,  Wilmington  28401-7307 

(E-MAIL:  gottovd@isaac.net) 
'Elizabeth  P.  Kanof  MD  (D)(919-782-0838)(FAX 919-781-1901) 

VICE-CHAIR,  2404  White  Oak  Rd.,  Raleigh  27609 
David  A  Ames,  MD(P)(252-413-!600)(FAX  232-413-1712) 

313  Longmeadow  Rd.,  Greenville  27858 

(E-MAIL:  pvames@coastalnet.com) 
Howard  L  Armistead,  Jr.,  MD  (FP/OM)(910-762-7776) 

2108  S.  17th  St.,  Wilmington  28401 
Samuel  M.  Atkinson,  Jr.,  MD  (OBG)(252-8l64669)(FAX  252-816-5329) 

Brody  School  of  Medicine,  OB/GYN  Dept.,  Greenville  27858 

(E-MAIL:  atkinson@med.ecu.edu) 
P.  William  Aycock,  MD  (IM/GE)(704-867-0735)(FAX  704-867-0738) 

660  Summit  Crossings  Place,  Ste.  201,  Gastonia  28054 

(E-MAIL:  pwamd@aol.com) 
•Robert  H.  Bilbro,  MD  (IM/CD)(919-782-1806) 

(FAX  919-782-4756)  3206  Sussex  Rd.,  Raleigh  27607 

(E-MAIL:  bilbro@ibm.net) 
Scott  P.  Bowers,  MD  (OPH)(252-243-3559)(FAX252-243-7361) 

PO  Box  3109,  Wilson  27895 

(E-MAIL:  sbowers@pvhinc.com) 
Patrick  Box,  MD  (RHU/IM)(704-355-86l0)(FAX  704-355-8611) 

1001  Bl)the  Blvd.,  #403,  Charlotte  28203-5866 
Charles  O.Boyette,MD(FP)(252-943-6144)(FAX252-943-2038) 

PO  Box  310,  Belhaven  27810 
•Michael  W.  Brennan,  MD  (OPH)(336-228-0254)(FAX  336-222-75 11) 

1214  Vaughn  Rd.,  Burlington  27217(E-MA1L:  brennan@netpath.net) 
Richard  F.Bruch,MD(ORS)(919-220-5235)(FAX  919-220-6379) 

Triangle  Orthopaedic  Association,  2609  N.  Duke  St.,  Ste.  900, 

Durham  27^04  (E-MAIL:  rbruch@attglobal.net) 
•H.  David  Bruton,  MD  (PD)(919-733-4534)(FAX919-715-4645) 

NC  Department  of  Health  and  Human  Services,  2001  Mail  Service 

Center,  Raleigh  27699-200 1  (E-MAIL:  glenda.parker@ncmail.net) 
A.  Gray  BuUard,  MD(PUD/IM)  (704-795-2 1 98)(FAX  704-795-2 1 1 9) 

103  Country  Club  Dr.,  Concord  28025 
Henry  J.  Carr,  Jr.,  MD  (IM/PUD)(9 1 0-592-2964)(FAX  9 1 0-592-5763) 

100  Badger  Ct.,ainton  28328 
Don  C.  Chaplin,  MD(lM/CD)(President)(336-538-1234) 

(FAX  336-538-2394)  1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
Bertram  W.  Coffer,  MD  (AN)(919-783-3034)(FAX  919-783-9441) 

6131  Falls  of  Neuse  Rd.,  Ste.  200,  Raleigh  27609-3318 
Mary  Ann  Contogiannis,  MD  (PS) (336-299-4907) (FAX  336-292-9423) 

330  N.  Elam  Ave.,  Greensboro  27403-2907 
•Lawrence  M.  Cutchin,  MD  (IM/PD)(919-828-1789)(FAX919-828-1720) 

PO  Box  27987,  Raleigh  27611 

(E-MAI L:  lcutchin@healthcaresavings.com) 
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lincky  E  deGuehery,  MD  (PUD/IM)(252-291-5864)(FAX  252-291-5015) 

PO  Box  3855,  Wilson  27895  (E-MAIL:  breatheg@unc.edu.com) 
HenryA.  Easley,  III,  MD  (OBG/LM)(252-7584l81)(FAX  252-758-2603) 

101  Bethesda  Dr.,  Greenville  27834 

(E-MAIL:  seasley@greenvillenc.com) 
J.  Ronald  Edwards,  MD  (PTH)(919-250-8260) 

1800  BrassfieldRd.,  Raleigh  27614 
Celia  B.  Entwisde,  MD  (EM/GP)(704-895-4733)(FAX  704-895-1462) 

16627  Birkdale  Commons  Parkway,  Suite  200,  Huntersville  28078-2954 

(E-MAIL:  drentwistle@ctc.net) 
John  A.  Fagg,  MD  (PS)(336-765-8620)(FAX  336-768-6236) 

2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL;  jafmd@aol.com) 
Carolyn  R.  Ferree,  MD  (RO)(336-71 6-498 1  )(FAX  336-7 1 6-5972) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
Mary  Frances  Forrester  (James)  (NCMS  Alliance)  (704-263-8603) 

(FAX  704-263-0558)  PO  Box  459,  Stanley  28164 

(E-MAIL:  Mmax837621@aol.com) 
M.  Sean  Freeman,  MD  (PS)(704-358-4l69)(FAX  704-358-4168) 

1600  E.  3rd  St.,  Charlotte  28204-3282 
Charles  B.  Gantt,  Jr.,  MD  (DR)(919-775-2234)(FAX  919-774-6530) 

1606  Lord  Ashley  Dr.,  Sanford  27330 
Charles  L  Ganett,  Jr.,  MD  (PTH/FOP)(910-353-3498)(FAX  910-577-2242) 

Onslow  Memorial  Hospital,  PO  Box  1358,  Jacbonville  28541-1358 

(E-MAIL:  medxam@onslowonline.net) 
John  H.  Giles,  MD  (GS)(828-437-7388)(FAX  828-437-0833) 

350  E.  Parker  Rd.,  Morganton  28655 
David  D.  Grove,  MD  (IM/CD)(336-373-1537)(FAX  336-373-1589) 

1511  Westover  Terrace,  Ste.  201,  Greensboro  27408-7122 

(E-MAIL:  rgrovelmom@aol.com) 
CyndiiaA.  Hampton,  MD  (OPH)(252-492-8021)(FAX  252-492-3420) 

451  Ruin  Creek  Rd.,  Ste.  204,  Henderson  27536 

(E-MAIL:  whampton@gloryroad.net) 
Virginia  A  Hemelt,  MD  (FP/AMM)(704-556-5459)(FAX  704-556-5495) 

5008  Morrowick  Rd.,  Charlotte  28226 
JohnT.  Henley,  Jr.,  MD  (OTO) (9 10-323- 1463) (FAX  9 10-323- 1575) 

1839  Quiet  Cove,  Fayetteville  28304 
Hector  H.  Henry,  II,  MD  (PDU)(704-786-5133)(FAX  704-784-4129) 

200  Medical  Park  Dr.,  Ste.  280,  Concord  28025 
Stephen  M.  Herring,  MD  (PS)(910-486-9093)(FAX  910-486-9048) 

1314  Medical  Dr.,  Ste.  103,  Fayetteville  28304 

(E-MAIL:  smherring@aol.com) 
Fred  F.  Holt,  MD  (9 19-84 1-0226) (FAX  919-841-0234) 

4928  Misty  Oak  Rd.,  Raleigh  27613 

(E-MAIL:  fholt@prodigy.net) 
Ronald  D.  Hunt,  MD  (AN) (704-846-9608) (FAX  704-846-0367) 

1 1705  Dan  Maples  Dr.,  Charlotte  28277 

(E-MAIL:rhuntclt@aol.com) 
♦Joseph  M.  Jenkins,  MD  (U)(910-485-8871)(FAX  910-323-9857) 

2008  Litho  PL,  Fayetteville  28304 
William  M.  Johnstone,  Jr.,  MD  (OBG)(910-295-0861)(FAX  910-295-0876) 

Pinehurst  Surgical  Chnic,  35  Memorial  Dr.,  PO  Box  2000, 

Pinehurst  28374  (E-MAIL:dublue@aol.com) 
Eugenie  M.  Komives,  MD  (FP) (9 19-469-7228) (FAX  919-469-7446) 

909  Aviation  Parkway  #600,  MorrisviUe  27560-9153 


•Ronald  H.  Levine,  MD  (PH/PD)(919-782-0838)(FAX  919-781-1901) 

2404  White  Oak  Rd.,  Raleigh  27609 

(E-MAIL:  ron.levine@sph.unc.edu) 
Richard  V.  Liles,  Jr.,  MD  (FP)(704-982-8767) 

505  Pee  Dee  Ave.,  Albermarle  28001 
John  R.  Mangum,  MD  (FP)(919-774-6518)(FAX  919-774-1831) 

555  Carthage  St.,  Sanford  27330 
John  D.  Matthews,  MD  (OPH)(336-282-5000)(FAX  336-282-5022) 

3312  Battleground  Ave.,  Greensboro  27410 

(E-MAIL:idmatdi@ibm.net) 
F.  Maxton  Mauney,  Jr.,  MD  (CDSAFS)  (9 19-4684533)  (FAX  919-4684532) 

2316  Sterhng  Green  Dr.,  MorrisviUe  27560-9481 

(E-MAIL:  macman8888@aol.com) 
Susan  S.  McDermott,  MD  (N)(336-713-8557)(FAX  336-713-8588) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Box  2254,  Winston-Salem  27157  (E-MAIL:  smcdermo@bgsm.edu) 
Assad  Meymandi,  MD  (P/N)(919-954-5020)(FAX  919-954-5020) 

3320/218  Executive  Dr.,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
A.  Van  Moore,  Jr.,  MD  (DR)(704-362-1945)(FAX  704-362-7081) 

PO  Box  36937,  Charlotte  28236  (E-MAIL:  vanmoore@aol.com) 
J.  Thomas  Newton,  MD  (FP)(91 0-590-06 15)(FAX  910-592-0818) 

403  Fairview  St.,  Clinton  28328  (E-MAIL:  newftonj@med.unc.edu) 
Pamela  Price  (Craig)(NCMS  Alliance)(919-783-5025) 

(FAX  919-783-8387)  3100  Eton  Drive,  Raleigh  27608 

(E-MAIL:  pamelaprice@aol.com) 
Janelle  A  Rhyne,  MD  (ID/IM)(910-8I5-3245)(FAX910-251-1420) 

1202  Medical  Center  Dr.,  Wilmington  28401 

(E-MAIL:  janrhyne@wilmington.net) 
Jeffrey  W.  Runge,  MD  (EM)(704-355-7092)(FAX  704-355-7047) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  jrunge@carolinas.org) 
Douglas  M.  Russell,  MD(GS)(919-734-ll4l)(FAX  919-734-3509) 

304  Glen  Oak  Drive,  Goldsboro  27534 
Carl  K.  Rust,  II,  MD  (GE/IM)(910-256-2568)(FAX  910-256-2568) 

1331  Landfall  Dr.,  Wilmington  28405 

(E-MAIL:  ckrust@aol.com) 
Kennedi  G.  Schooff,  MD  (P)(919-881-5447)(FAX  919-881-5473) 

3100  Duraleigh  Rd.,  Raleigh  27604 

(E-MAIL:  bedcen@bellsouth.net) 
Gordon  B.  Sherard,  III,  MD  (252-353-2032)  1711  Woodwind  Drive, 

Greenville  27858  (E-MAIL:  merimack2@aol.com) 
David  C.  Sokal,  MD  (GPM)(919-405-l466)(FAX  801-858-7135) 

710  Consdtution  Dr.,  Unit  C,  Durham  27705 

(E-MAIL:  dsokaI@fhi.org) 
Edwin  R.  Swann,  MD  (OPH)(919-231-3937)(FAX  919-231-2834) 

100  Sunnybrook  Rd.,  Ste.  103,  Raleigh  27610 

(E-MAIL:  eswann3937@aol.com) 
♦Michael  R.  Towarnicky,  MD  (IM/NM)(252-633-1010) 

(FAX  252-224-3071)  PO  Box  68,  PoUocksviUe  28573-0068 
Robert  C.  Turner,  MD  (IM)(252-35341 1 1)(FAX  252-353-1727) 

320  Dupont  Circle,  Greenville  27858-6520 

(E-MAIL:  rcturner@interpath.com) 
Zane  T.  Walsh,  MD  (PMR)  (9 10-323-90 10)  (FAX  910-323-9568) 

2810  Hunungton  Rd.,  Fayetteville  28303-5254 

(E-MAIL:  zwalsh@mail.apcnet.com) 
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Thad  B.  Wester,  MD  (PH/PD)(910-457-4927)(FAX  910-457-6702) 

PO  Box  3320,  Bald  Head  Island  28461 

(E-MAIL:  twester@southport.net) 
•Charles  F.WiUson,MD(PD)(252-8l6-3221)(FAX232-816-2398) 

Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  Bldg., 

3E139,  Greenville  27858-4354  (E-MAIL:  cwillson@pcmh.com) 
Paul  H.  Wright,  MD(ORS/OSM)(919-471-9331)(FAX  919-471-6524) 

4125  Ben  Franklin  Blvd.,  Durham  27704 

(E-MAIL:  phwdoc@mindspring.com) 
Robert  W.  Youngblood,  MD  (GS/TS)(252-816-4751) 

(FAX  252-816-5775)  Brody  School  of  Medicine,  Surgery  Dept., 

600  Moye  Blvd.,  Greenville  27858 

Consultants: 

Rep.  Martha  B.  Alexander  (704-365-1003) 

1625  Myers  Park  Dr.,  Charlotte  28207 
Sen.  James  S.  Forrester,  MD  (FP/GPM)(704-263-47l6) 

PO  Box  459,  Stanley  28164 
Sen.  Bill  Purcell,  MD  (910-276-7328) 

1301  Dumbar  Drive,  Laurinburg  28352 
Rep.  Carolyn  B.  Russell  (919-736-2665) 

304  Glen  Oak  Dr.,  Goldsboro  27534 

14.    Managed  Care  Committee  V-1  (47)(3  Consultants) 
Charles  B.  Rich,  Jr.,  MD  (lM)(704-365-0760)  CHAIR 

(FAX  704-367-6329)  200  S.  College  St.,  Ste.  400, 

Charlotte  28202-2005  (E-MAIL:  mlrich@aol.com) 
W.  James  Stackhouse,  MD  (IM/GER)  VICE-CHAIR 

(919-734-9455)(FAX  919-734-4769)  201  Cox  Blvd., 

Goldsboro  27534  (E-MAIL:  jim@stackhouse.com) 
Daniel  H.  Barco,  MD  (FP)(919-419-3803)(FAX  919-493-1401) 

911  Urban  Ave.,  Durham  2770I(E-MAIL:  barcod@wellpathchp.com) 
Gideon  Besson,  MD  (IM)(704-482-l482)(FAX  704-482-081 1) 

808  Schenck  St.,  Shelby  28150  (E-MAIL:  gideonb@shelby.net) 
Robert  H.  Bilbro,  MD  (IM/CD)(9 1 9-782- 1 806)(FAX  9 1 9-782-4756) 

3206  Sussex  Rd.,  Raleigh  27607  (E-MAIL:  bilbro@ibm.net) 
Don  W.  Bradley,  MD  (FP)(919-765-4003)(FAX  919-765-4409) 

Blue  Cross  Blue  Shield  of  North  Carolina,  5901  Chapel  Hill  Rd., 

Durham  27707  (E-MAIL:  don-bradley@scpo3.bcbsnc.com) 
J.  Pat  Browder,  III,  MD  (OTO/HNS)(919-881-5316) 

(FAX  919-493-1401)  PO  Box  51609,  Durham  27717-1609 

(E-MAIL:  j.a.browder@kp.org) 
Kern E.  Carr,  MD  (IM/AMM)(252-937-0212)(FAX252-937-2903) 

1021  Royal  Ridge  Dr.,  Rocky  Mount  27804 

(E-MAIL:  kcarr@boice-willis.com) 
Roben  W.  Caner,  MD  (IM/CD)(336-538-1234) 

(FAX  336-538-2394)  1234  Huffman  MiU  Rd., 

Burhngton  27215-8777  (E-MAIL:  rcaner@pol.com) 
L  Gail  Curtis,  PA-C  (FP)(336-716-2242)(FAX  336-716-3206) 

Wake  Forest  Universirv'  School  of  Medicine,  Dept.  of  Family 

Medicine,  Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  gcurtis@wfubmc.edu) 
Lawrence  M.  Cutchin,  MD  (IM/PD)(919-828-1789) 

(FAX  919-828-1720)  PO  Box  27987,  Raleigh  2761 1 

(E-MAIL:  lcutchin@healthcaresavings.com) 
Lindsey  E.  deGuehery,  MD  (PUD/IM)(252-291-5864) 

(FAX  252-2^^1-5015)  PO  Box  3855,  Wilson  27895 

(E-MAIL:  breatheg@unc.edu.com) 


Richard  A.  Dickey,  MD  (END/IM)(828-322-7338)(FAX  828-304-6319) 

415  N.  Center  St.,  Ste.  203,  Hickory  28601 
Steven  A.  Dingeldein,  MD  (OPH)(336-228-0254)(FAX  336-226-2974) 

1214  Vaughn  Rd.,  Burlington  27217 

(E-MAIL:  sad@netpath.net) 
James  R  Dingfelder,  MD  (OBG)(919-942-4l00)(FAX  919-490-8051) 

The  Tiburon  Center,  180  Providence  Road,  Ste.  #3, 

Chapel  Hill  27514  (E-MAIL:  judiding@aol.com) 
William  W.  Fore,  MD  (END/IM)(910-215-1915)(FAX  910-215-1444) 

First  Health  of  the  Carolinas,  PO  Box  3000,  Pinehurst  28374 

(E-MAIL:  bfore@mindspring.com) 
James  C.  Gaither,  MD  (IM)(828-322-l  128)(FAX  828-327-9431) 

341 1  Graystone  PL,  Conover  28613 
D.  John  Godehn,  Jr.,  MD  (D)(828-693-0275)(FAX  828-693-1790) 

506  Park  Hill  Ct.,  Ste.  I,  Hendersonvilie  28739-4252 

(E-MAIL:  doc@cheta.net) 
David  D.  Grove,  MD  (IM/CD)(336-373-1537)(FAX  336-373-1589) 

1511  Westover  Terrace,  Ste.  201,  Greensboro  27408-7122 

(E-MAIL:  rgrovelmom@aol.com) 
Edward  A.  Hedrick,  PA-C  (919-781-5600)(FAX  919-728-6578) 

5017  Harbour  Towne  Dr.,  Raleigh  27604 

(E-MAIL:  ehedr59393@aol.com) 
Virgima  A.  Hemelt,  MD  (FP/AMM)(704-556-5459)(FAX  704-556-5495) 

5008  Morrowick  Rd.,  Charlotte  28226 
Nancy  S.  Henley,  MPH,  MD  (lM)(919-402-1608)(FAX  919-402-1608) 

81  Beverly  Dr.,  Durham  27707  (E-MAIL:  dehfamdoc@aol.com) 
D.  Vertrees  Holhngswordi,  MD  (FP/AMM) (9 10-907-9 162) 

(FAX  910-907-3856)  PO  Box  5058,  Pinehurst  28374-5058 

(E-MAIL:  dhollingsworth@na.amedd.army.mail) 
Ronald  D.  Hunt,  MD  (AN)(704-846-9608)(FAX  704-846-0367) 

1 1705  Dan  Maples  Dr.,  Charlotte  28277 

(E-MAIL:rhuntclt@aol.com) 
Steven  Kahner,  MD  (OBG)(919-338-0474)  421  Nottingham  Dr., 

Chapel  Hill  27514  (E-MAIL:  skhnermd@aol.com) 
Eugenie  M.  Komives,  MD  (FP)  (9 19-469-7228)  (FAX  919-469-7446) 

909  Aviation  Parkway  #600,  Morrisville  27560-9153 
Frank  W.  Leak,  MD  (FP)(919-833-3836)(FAX  919-833-2023) 

1000  Coharie  Dr.,  Clinton  28328  (E-MAIL:  fleak@ncmedsoc.org) 
John  A.  Lovin  (Vickie)(NCMS  AUiance) (828-327-9232) 

(FAX  828-327-2107)  704  W.  7''  St.,  Newton  28658 

(E-MAIL:  the4dir@twave.net) 
Donald  T.  Lucey,  MD  (U)(919-781-71 13)(FAX  919-781-71 15) 

2800  Blue  Ridge  Rd.,  Ste.  403,  Raleigh  27607 
Wendy  E.  MacLeod,  MD  (PD)(919-383-4175,  ext.  6127) 

(FAX  919-383-6642)_Medical  Director,  Doctors  Health  Plan,  Inc., 

2828  Croasdaile  Dr.,  Durham  27705-2291 
Michael  F.  Miltich,  MD  (OTO/PDO)(704-358-4lll) 

(FAX  704-358-4216)  10352  Park  Rd..  Charlotte  28210-8401 

(E-MAIL:  miltich@aol.com) 
Yvonne  L  Monroe,  MD  (P)(919-933-6394)(FAX  252-430-8612) 

1506  E.  FrankIm  St.,  Ste.  200,  Chapel  Hill  27514-2825 

(E-MAIL:  ymonroe@ibm.net) 
George  H.  Moore,  MD  (FP)(919-570-6060)(FAX  919-570-0404) 

8125  Hawkshead  Lane,  Wake  Forest  27587 

(E-MAIL:  gmoore@pol.net) 
Peter  J.  Plantes,  MD  (IM/AMM) (704-378-24 10)  (FAX  704-378-2433) 

VFi\,  Inc.,  521  East  Morehead,  Ste.  300,  Charlone  28202 

(E-MAIL:  pjpofnc@aol.com) 
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Andrew  R.Price,MD(IM/AMM)(704-367-3491)(FAX704-365-1378) 

2701  Coltsgate  Rd.,  Ste.  300,  Charlotte  2821 1-6303 
Russell  A.  Salton,  III,  MD  (FP)(704-372-0999)(FAX  704-334-8349) 

21 16  Sherwood  Ave.,  Charlotte  28207-2120 

(E-MAIL:  saltondr@aetna.com) 
Hal  D.  Safrit,  MD  (R)(919-220-5109)(FAX919-471-9345) 

111  Oakstone Dr.,  Chapel  Hill  27514 
Philip  J.  Schmitt,  MD  (P/CHP)(828-327-7888)(FAX  828-327-2905) 

1095  25*  Ave.,  Dr.,  NW,  Hickory  28601 
Phillip  A.  Sellers,  MD(IM)(828-692-2231)(FAX  828-692-9742) 

827  Knollwood  Dr.,  Hendersonville  28791 

(E-MAIL:  75753.2607@compuserve.com) 
Douglas  D.  Sheets,  MD  (OBG)(828-287-7383)(FAX  828-287-8020) 

Tryon  Rd.,  PO  Box  1208,  Rutherfordton  28139 

(E-MAIL:  dsheets@rfci.net) 
Thomas  E.  Sibert,  MD  (AMM/P)  (9 1 9-843-8887)  (FAX  9 1 9-966-6 1 93) 

143  W.  Franklin  St.,  Ste.  600,  Chapel  Hill  27516-7600 

(E-MAIL:  thomas_sibert@med.unc.edu) 
Robert  C.  Simon,  MD  (GS/VS)(336-751-6102)(FAX336-751-5847) 

330  Peter-Foster  Rd.,  Mocksville  27028-0340 

(E-MAIL:  rsimon@wIubmc.edu) 
Ralph  E.  Snyder,  MD,  Medical  Director  (IM)(919-851-2955) 

(FAX  919-949-4616)  Medical  Review  of  NC,  PO  Box  37309, 

Raleigh  27627-7309  (E-MAIL:  rsnyder@juno.com) 
HenryA.Unger,MD(U)(919-467-3203)(FAX919-460-8915) 

105  SWCary  Pkwy.,  Cary  27511  (E-MAIL:  haunger@bellsouth.net) 
Donald  K.  Wallace,  MD  (IM/GER)(910-692-5598)(FAX  910-692-4383) 

Neese  Family  Health  Clinic,  102  Gossman  Dr.,  Southern  Pines  28387 

(E-MAIL:  kwallace2@mindspring.com) 
William  G.  Way,  Jr.,  MD(DR)(919-787-74ll)(FAX919-881-2079) 

7713  Oakmont  PL,  Raleigh  27615 

(E-MAIL:  wway@wakeradiology.com) 
William  H.  White,  Jr.,  MD  (OBG)(919-775-2304)(FAX 919-775-4050) 

1 140  Carthage  St.,  Sanford  27330 

Consultants: 

Pam  Brown  (704-814-6691) 

901  Clearbrook  Rd.,  Matdiews  28105 
Paul  Mahoney  (9 1 9-833-3470)  (FAX  9 1 9-833-4 1 22) 

Executive  Director,  NC  Association  of  Health  Plans, 

5  West  Hargett  Street,  Ste.  310  Raleigh  27601 
David  E.  Rice  (336-519-72l4)(FAX336-519-7160) 

Sara  Lee  Corporation,  470  W.  Hanes  Mill  Rd.,  Winston-Salem  27105 


15.    Mediation  Committee  (5)  (Five  Immediate  Past-Presidents) 
Carolyn  R.  Ferree,  MD  (RO)(336-716-4981)  CHAIR, 

(FAX  336-716-5972)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  cferree@wfiibmc.edu) 
Carl  K.  Rust,  II,  MD  (GE/IM)(910-256-2568)  SECRETARY 

(FAX  910-256-2368)  1331  Landfall  Dr.,  Wilmington  28405 

(E-MAIL:  ckrust@aol.com) 
H.DavidBruton,MD(PD)(919-733-4534)(FAX919-715-4645) 

NC  Department  of  Health  and  Human  Services,  2001  Mail  Service 

Center.Raleigh  27699-2001  (E-MAIL:  glenda.parker@ncmail.net) 


Charles  L.Garrett,Jr.,MD(PTH/FOP)(910-353-3498) 
(FAX  910-577-2242)  Onslow  Memorial  Hospital,  PO  Box  1358, 
Jacksonville  28541-1358  (E-MAIL:  medxam@onslowonline.net) 

Thad  B.  Wester,  MD  (PH/PD)(910-457-4927)(FAX910-457-6702) 
PO  Box  3320,  Bald  Head  Island  28461 
(E-MAIL:  rwester@southpon.net) 

16.    Medical  Education  Committee  V-2  (I9)(2  Consultants) 

William  E.  Easteding,  Jr.,  MD  (GYN)(UNC)(2001)  CHAIR 

(9 1 9-929-2522)(FAX 9 1 9-929-2522)  304  Nottingham  Dr., 

Chapel  Hill  27514  (E-MAIL:  wee@med.unc.edu) 
P.WiUiamAycock,Jr.,MD(IM/GE)(2001)(704-867-0735) 

(FAX  704-867-0738)  660  Summit  Crossing  Place,  Ste.  201, 

Gastonia  28054  (E-MAIL:  pwamd@aol.com) 
Carlos  A.  Bagley(ST)(DUKE)(2000)(919-403-7585) 

1801  Williamsburg  Rd.,  Apt.  48L,  Durham  27707 

(E-MAIL:  cab@acpub.duke.edu) 
John  W.  Baker,  MD(EM/IM)(2001)(704-355-5225) 

(FAX  704-355-3039)  PO  Box  32861,  Charlotte  28232 

(E-MAIL:  jbaker@carolinas.org) 
Cam  E.  Enarson,  MD  (AN)(2002)(336-7l6-5l68)(FAX336-7l6-5807) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157  (E-MAIL:  cenarson@wfubmc.edu) 
David  L.  Fairbrother,  MD  (PD)(2000)(252-353-5385) 

(FAX  252-353-5385)  536  Bayberry  Lane,  Winterville  28590 

(E-MAIL:  dlf2256@aoI.com) 
Harry  A.  Gallis,  MD  (ID/IM)(2002)(704-355-6650) 

(FAX  704-355-8669)  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  hgallis@carolinas.org) 
Susan  Gustke,MD(IM/HEM)(2002)(252-816-5221) 

(FAX  252-816-8596)  Brody  School  of  Medicine,  Eastern  AHEC, 

POB  7224,  Greenville  27835-7224 

(E-MAIL:  gustke@brody.med.ecu.edu) 
Charles  M.  HoweO,  Jr.,  MD  (D)(2000)(336-725-8422) 

(FAX 336-725-8423)  340  PershingAve.,  Winston-Salem  27103 
KathrynC.  Kelley,  MD  (N)(2002)(704-355-3l65)(FAX  704-355-7626) 

Carolinas  Medical  Center,  Dept.  of  Neurology,  Box  32861, 

Charlotte  28232-2861  (E-MAIL:  lhamo001@mc.duke.edu) 
Imtiaz  Khurshid,  MD  (IM)(2002)(252-757-0046)  802-13  Treybrooke 

Circle,  Greenville  27834  (E-MAIL:  khurshid@pol.net) 
Margie  A.  Lhamon  (ST)  (DUKE)  (2000)  (9 19-479-8721) 

31  Stonewall  Way,  Durham  27704 

(E-MAIL:  IhamoOO  1  @mc.duke.edu) 
DarlyneMenscer,MD(FP/GER)(2000)(704-446-1086) 

(FAX  704-446-1092)  Carolinas  Medical  Center,  Dept.  of  Family 

Practice,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  dmenscer@carolinas.org) 
TimothyJ.  Reeder.MD  (EM)(2001)(252-816-2954) 

(FAX  252-816-3589)  Brody  School  of  Medicine,  Brody  Building 

4W54,  Greenville  27858-4354  (E-MAIL:  treeder@brody.med.ecu.edu) 
Zeses  C.  Roulidis,  MD  (IM)(2001)(919-4l9-5800)(FAX919-4l9-5842) 

Duke  University  Medical  Center,  Box  3228,  Durham  27710 

(E-MtUL:  rouli001@mc.duke.edu) 
Gordon  B.  Sherard,  III,  MD  (2002)(252-353-2032)  1711  Woodwind 

Dr.,  Greenville  27858  (E-MAIL:  merimack2@aol.com) 
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Elizabeth  F.  Sherertz,  MD  (D)(2001)(336-7 16-3926) 

(FAX  336-716-9258)  Wake  Forest  University  School  of  Medicine, 

Dept.  of  Dermatology,  Medical  Center  Blvd.,  Winston-Salem  27157 
Donald  D.  Smith,  MD  (PD)(2000)(336-832-8025)(FAX  336-832-2851) 

1200  N.  Elm  St.,  Greensboro  27401 

(E-MAIL:  don.smith@mosescone.com) 
Valya  E.  Visser,  MD  (NPM/PD)(2000)(704-355-3156) 

(FAX  704-355-5429)  Carolinas  Medical  Center,  Dept.  of  Pediatrics, 

PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  wisser@carolinas.org) 

Consultants: 

Joseph  S.  Green,  PhD  (919-684-6485)(FAX  919-681-7462) 
Associate  Dean,  Continuing  Medical  Education,  Duke  University 
Medical  Center,  Box  3108,  Durham  27705 

James  C.  Leist,  EdD  (336-774-0735)(FAX  336-774-0735) 
331  Dover  Drive,  Winston-Salem  27104 

17.     Membership  Services  and  Marketing  Commitlee  IV-4  (18)(3  Consultants) 
Lawrence  M.  Cutchin,  MD  (IM/PD)  CHAIR 

(919-828-1789)(FAX 919-828-1720)  PO  Box27987,  Raleigh 27611 

(E-MAIL:  lcutchin@healthcaresavings.com) 
William  W.  Woodruff,  III,  MD  (DR)  (336-884-6037)  VICE-CHAIR 

(FAX  336-888-6140)  PO  Box  5007,  High  Point  27262-5007 
Barbara  D.  Alexander,  MD  (9 1 9-684-396 1  )(FAX  9 1 9-684-85 1 9) 

1016  '/2  Minerva  Ave.,  Durham  27701-9527 
Gary  0.  Bean,  MD  (FP)(919-875-0539)(FAX  919-847-5910) 

3400  Executive  Dr.,  Ste.  102,  Raleigh  27609 

(E-MAIL:  gobeanpol.net) 
Richard  F.  Bruch,  MD  (ORS)(919-220-5255)(FAX  919-220-6379) 

2609  N.  Duke  St.,  Ste.  900,  Durham  27704 

(E-MAIL:  rbruch@attglobal.net) 
Henry  J.  Carr,  Jr.,  MD  (IM/PUD)(9 1 0-592-2964) (FAX  9 1 0-592-5763) 

100  Badger  Ct.,  Clinton  28328 
Dana  L.  Chambers,  MD  (FP)(828-326-0658)(FAX  828-326-7105) 

212  29*  Ave.,  NE,  Hickory  28601-8751 

(E-MAIL:  dchaml969@aol.com) 
Carol)!!  R.  Ferree,  MD  (RO)(336-716-4981)(FAX  336-716-5972) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157  (E-MAIL:  cferree@wfubmc.edu) 
Susan  E.  Hammer  (Douglas) (NCMS  Alliance)(919-848-4757) 

(FAX  919-848-9789)  8417  Kempton  Rd.,  Raleigh  27615 

(E-MAIL:  d.i.hammer@worldnet.att.net) 
Barbara  T.  Harris,  PA-C  (828-322-2050)(FAX  828-326-8806) 

1615  Fifth  St.  Dr.  NW,  Hickory  28601 

(E-MAIL:  bharris@caldwell.cc.nc.us) 
Debbie  A.  Hauser,  PA-C  (D)(336-716-6276)(FAX  336-716-3070) 

5739  WhipporwiU  Dr.,  Pfaffiown  27040  (E-MAIL:  hauser@ols.net) 
Stephen  M.  Herring,  MD  (PS)(910-486-9093)(FAX  910-486-9048) 

1314  Medical  Dr.,  Ste.  103,  Fayetteville  28304 

(E-MAIL:  smherring@aol.com) 
Atul  Kumar,  MD  (IM)(252-431-9120) 

136  Hestor  Dr.,  Henderson  27536  (E-MAIL:  akumar2@pol.net) 
Stephen  N.  Lang,  MD  (ORS) (9 19-684-3949) (FAX  919-681-8197) 

Duke  University  Medical  Center,  Box  2919,  Durham  27710 

(E-MAIL:  Iang0001@mc.duke.edu) 


Michael  H.  Lowry,  MD  (EM)(252-247-154l) 
800  Country  Club  Rd.,  Unit  41,  Morehead  City  28557-4923 

Michael  E.  Norins,  MD  (IM)(336-547-1735)(FAX  336-547-1769) 
520  N.  Elam  Ave.,  Greensboro  27403 

Timothy  J.  Reeder,  MD  (EM)(252-816-2954)(FAX  252-816-3589) 
Brody  School  of  Medicine,  Brody  BIdg.,  4W54, 
Greenville  27858-4354  (E-MAIL:  treeder@brody.med.ecu.edu) 

Douglas  D.  Sheets,  MD  (OBG)(828-287-7383)(FAX  828-287-8020) 
Tryon  Rd.,  PO  Box  1208,  Rudierfordton  28139 
(E-MAIL:  dsheets@rfci.net) 

Consultants: 

Fran  Adcock,  CMPE,  CPC  (919-881-0160)  Administrator,  Capital 
Hean,  2605  Blue  Ridge  Rd.,  Ste.  320,  Raleigh  27607 

Nancy  Ball  (252-758-8833){FAX  252-758-0930)  Executive  Director, 
Pitt  Component  Medical  Society,  PO  Box  18,  Greenville  27835 

Arnett  Coleman,  MD  (919-470-6574)  President, 

Old  Nordi  State  Medical  Society,  407  Crutchfield  St.,  Durham  27704 

18.    Mental  Health  Committee  III-l  (22)(1  Consultants) 

Barry  S.  Ostrow,  MD  (P/PYG)(919-787-7125)(FAX  919-781-9952) 

CHAIR,  3900  Browning  Place,  Ste.  201,  Raleigh  27609 
Philip  E.  Veenhuis,  MD  (P/PH)(919-733-7011)(FAX  919-733-9455) 

VICE-CHAIR,  325  N.  Salisbury  St.,  Raleigh  27603 

(E-MAIL:  pveenhui@dmh.dhr.state.nc.us) 
R.  Jackson  Blackley,  MD  (P/GPM)(919-733-701 1) 

4907  Quail  Hollow  Dr.,  Raleigh  27609 
James  H.  Caner,  MD  (P/FPY)(919-684-6102)(FAX  919-681-7504) 

Duke  University  Medical  Center,  Box  3106,  Durham  27710 
Silas  B.  Coley,  Jr.,  MD  (P/N)(919-929-0326)(FAX  919-929-8033) 

815  Kenmore  Rd.,  Chapel  HiU  27514-1445 
A.  Ray  Evans,  MD  (P)(252-758-4810)(FAX  252-758-3790) 

1705  W.  6*  St.,  BIdg.  H,  Greenville  27834 
Robert  A.  Fleury,  MD  (P/ALD) (9 10-692-6471) (FAX  910-692-5393) 

PO  Box  846,  Southern  Pines  28388 
William  W.  Hedrick,  MD  (FP)(919-231-6215)(FAX  919-231-7784) 

1805  New  Hope  Rd.,  Raleigh  27604 
Franks.  Highley,  MD  (P/ADM)(704-362-0866)(FAX 704-362-2361) 

427-B  S.  Sharon  Amit)'  Rd.,  Charlone  2821 1 

(E-MAIL:  thighley@mindspring.com) 
Kirsten  B.  Hohmann,  MD  (IM)(704-342-8209)  4204-A  Aldershot  Ct., 

Charlotte  2821 1  (E-MAIL:  kbh032765@aol.com) 
Charles  E.  LleweUyn,  Jr.,  MD  (P)(919-493-7298KFAX  919-490-3099) 

3308  Durham-Chapel  Hill  Blvd.,  #110,  Durham  27707-2643 

(E-MAIL:  cllewellyn@aol.com) 
RudyT.  Medina,  MD  (PD) (828-433-6424) (FAX  828-433-4487) 

100  Medical  Heights  Dr.,  Morganton  28655-4913 
Assad  Meymandi,  MD  (P/N)(919-954-5020) 

(FAX  919-954-5020)  3320/218  Executive  Drive,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
Thomas  E.  Parrish,  PA-C  (252-209-3059)(FAX  252-209-3070) 

Roanoke  Chowan  Hospital,  Northside  Behavioral  Health, 

PO  Box  520,  .Ahoskie  27910  (E-MAIL:  tnrparrish@coastalnet.com) 
Billy  W.  Royal,  MD  (FPY/P)(919-967-9870)(FAX  919-967-9870) 

PO  Box  2387,  Chapel  Hill  275 15 
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Clare  J.  Sanchez,  MD(GER/IM)(919-733-0742){FAX  919-733-0743) 

Dorothea  Dix  Hospital,  Medical  Surgical  Division, 

3601  Mail  Service  Center,  Raleigh  27699-3601 

(E-MAIL:  afsanchezir(?\vorldnet.att.net) 
Richard  D.  Selman,  MD  (P/ADM)(828-438-5585)(FAX  828-438-6281) 

5150  Western  Ave.,  Morganton  28655-9999 
Nicholas  E.  Stratas,  MD  (P/HYP)(919-787-7125)(FAX  919-781-9952) 

3900  Browning  Place,  #201,  Raleigh  27609 

(E-MAIL:  stratas@interpath.com) 
Charles  E.  Trado,  MD  (P/GP)(828-324-9900)(FAX  828-324-8322) 

Medical  Arts  Bldg.,  24  Second  Ave.,  NE,  Hickory  28601 

(E-MAIL:  cetrado@twave.net) 
Joyce  Trado  (Charles) (NCMS  Alliance)  (828-328-5995) 

(FAX  828-328-8538)  625  3"*  St.,  NE,  Hickory  28601 

(E-MAIL:  cetrado@rwave.net) 
Charles  R.  Vernon,  MD  (P)(910-256-4l06)(FAX 910-256-4107) 

7230  Wrightsville  Ave.,  Wilmington  28403 

(E-MAIL:  verndoc@aol.com) 
Michael  N.Zarzar,MD(P)(919-845-1555)(FAX919-845-1558) 

571 1  Six  Forks  Rd.,  Ste.  200,  Raleigh  27609-3888 

Consultant: 

Kadierine  Hux,  Executive  Director  (NCPA)  (9 19-859-3370) 
NC  Psychiatric  Associadon,  4917  Wateis  Edge,  Ste.  250,  Raleigh  27606 

19.    Nominating  Committee  (21)(3-yr.  term) 

Stephen  M.  Betting,  MD  (PS)(8*)(2000)(910-486-9093)  CHAIR 

(FAX  910-486-9048)  1314  Medical  Dt.,  Ste.  103,  Fayetteville  28304 

(E-MAIL:  smherring@aol.com) 
George  C.  Barrett,  MD,  (R)(  13*) (2002) (704-384-5684) 

(FAX  704-343-6908)  1239  Wareham  Ct.,  Charlotte  28207-2154 

(E-MAIL:  gcarl9@aol.com) 
Gideon  Besson,  MD  (lM)(16*)(2002)(704-482-l482) 

(FAX  704-482-081 1)  808  Schenck  St.,  Shelby  28150 

(E-MAIL:  gideonb@shelby.net) 
Barbara  L  Bethea,  MD  (IM)(5*)(2000)(910-892-1056) 

(FAX  910-892-1774)  700  Tilghman  Dr.,  Ste.  726,  Dunn  28334-5508 
William  E.  Bowman,  MD  (GSA'S)(10*)(2002)(336-387-8100) 

(FAX  336-387-8202)  1002  N.  Church  St.,  Ste.  302, 

Greensboro  27401  (E-MAIL:  gsadr@aol.com) 
C.  Christopher  Bremer,  MD  (FP)(19*)(2000)(252-816-5457) 

(FAX  252-816-4614)  Brody  School  of  Medicine,  Dept.  of  Family 

Medicine,  4N78,  Greenville  27858-4354 

(E-MAIL:  bremer@brody.med.ecu.edu) 
Michael  W.  Brennan,  MD  (OPH)(9th)(2001)(336-222-751 1) 

(FAX  336-226-2974)  1214  Vaughn  Rd.,  Burlington  27217 

(E-MAIL:  brennan@netpath.net) 
Thomas  H.  Byrnes,  MD  (IM/CD)(14*)(2000)(336-475-3048) 

105  Kadiland  Ave.,  ThomasviUe  27360 

(E-MAIL:  poppopdib@wordistate.net) 
Henry  J.  Carr,  Jr.,  MD  (IM/PUD)(AMA  Delegation  Chair) (nonvoting) 

(910-592-2964)(FAX  910-592-5763)  100  Badger  Court, 

Clinton  28328 
Daniel  L.  Crocker,  MD  (ON/HEM)(3"')(2001)(252-937-0249) 

(FAX  252-451-1221)  901  N.  Winstead  Ave.,  Rocky  Mount  27804 

(E-MAIL:  dcrocker@boice-willis.com) 


John  A.  Fagg,  MD  (PS)(President-Elect)(336-765-8620) 

(FAX  336-768-6236)  2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  jafmd@aol.com) 
John  H.  Giles,  MD  (GS)(15th)(2001)(828-437-7388) 

(FAX  828-437-0833)  350  E.  Parker  Rd.,  Morganton  28655 
Bertha  B.  Harvey,  MD  (P)(2"'')(2000)(252-637-9600) 

(FAX  252-636-5026)  1405  Tatum  Dt.,  New  Bern  28560 
Hector  H.  Henry,  11,  MD  (PDU)(12di)(2001)(704-786-5133) 

(FAX  704-784-4129)  200  Medical  Park  Dr.,  Ste.  280,  Concord  28025 
Margaret  A.  Kirkley,  MD  (FP)(17*)(2000)(828-697-7805) 

(FAX  828-697-0148)  518  Sbcth  Ave.,  West, 

Hendersonville  28739-3502 
Stephen  N.  Lang,  MD  (ORS)(7*)(2002)(919-684-3949)(919-681-8197) 

Duke  University  Medical  Center,  Box  2919,  Durham  27710 
J.  Paul  Manin,  MD  (FP/ALD)(18th)(2001)(828-254-2700) 

(FAX  828-254-1524  -  #99)  129  Biltmore  Ave.,  Asheville  28801 

(E-MAIL:  ipaulmaran@msn.com) 
Assad  Meymandi,  MD  (P/N)(6th)(2001)(919-954-5020) 

(FAX  919-954-5020)  3320/218  Executive  Dr.,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
Richard  F.  Wessel,  MD  (C/1M)(P')(2002)(252-331-1100) 

(FAX  252-331-1638)  1 1 1-B  Medical  Dr.,  Elizabeth  City  27909 
Kenneth  S.  White,  MD  (PS/GS)(4''')(2002)(910-343-01 19) 

(FAX  910-343-8983)  2305  Cantetwood  Dr.,  Wilmington  28401 

(E-MAIL:  wpss@wilmington.net) 
R.  Patrick  Yeatts,  MD  (OPH/PSF)(11*)(2000)(336-716-4091) 

(FAX  336-716-7994)  Wake  Forest  University  Eye  Center,  Medical 

Center  Blvd.,  Winston-Salem  27157  (E-MAIL:  pyeatts@wfubmc.edu) 

20.    N.  C.  Industrial  Commission  Liaison  Committee  V-3  (31)(1  Consultant) 

Albert  J.  Osbahr,  MD  (OM/FP)(828-452-836l)  CHAIR 

(FAX  828-452-8364)  576  LeRoy  George  Dr., 

Building  1,  Clyde  28721 
Gerald  M.  .\ronoff,  MD  (P/PMD)(704-370-1575)(FAX  704-370-1579) 

1901  Randolph  Rd.,  Charlotte  28207 

(E-MAIL:  aronofifmd@cwix.com) 
Thomas  K.  Carlton,  III,  MD  (PMR)(704-375-8900) 

(FAX  704-335-7178)  1600  Biltmore  Dr.,  Charlotte  28207-2612 
David  L  Cappiello,  MD  (ORS)(828-258-8800)(FAX  828-258-0416) 

129  McDowell  St.,  Asheville  28801 
Alben  F.  Curseen,  MD  (PUD/CCM)(704-664-5488) 

(FAX  704-664-3003)  5 1 5  E.  Statesville  Ave. ,  MooresviUe  28115 
John  T.  Daniel,  Jr.,  MD  (GS)(919-479-4428)(FAX  919-479-4420) 

4301  Ben  Frankin  Blvd.,  Durham  27704 
M.Alan  Dickens,  MD  (OPH)(919-872-3242)(FAX919-872-2026) 

2709  Blue  Ridge  Rd.,  Ste.  100,  Raleigh  27607 
Michael  J.  Dimeo,  MD  (PUD/CCM)(336-538-2408) 

(FAX  336-538-2394)  1234  Huffman  Mill  Rd.,  Burlington  27215 
William  B.  Garside,  MD  (PS)(919-872-2616)(FAX  919-872-2771) 

1112  Dresser  Ct.,  Raleigh  27609 
Gordon  I.  Groh,  MD  (ORS)  (828-258-8800) 

129  McDowell  St.,  Asheville  28801 
Paul  P.  Gwyn,  Jr.,  MD  (PS/GS)(336-765-8620)(FAX  336-768-6236) 

2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  paulgwyn@msn.com) 
Robert  B.  Jones,  MD  (OTO)(910-762-8754)(FAX  910-762-8757) 

2311  Delaney  Rd.,  Wilmington  28403 

(E-MAIL:  rbjones@wilmington.net) 
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Thomas  C,  Kerns,  Jr.,  MD  (OPH)(919-682-934l) 

mow.  Main  St.,  Durham  27701 
Keith  P.  Kitteiberger,  MD  (AN)(919-873-9533)(FAX  919-873-9822) 

6131  Falls  of  Neuse  Rd.,  #200,  Raleigh  27609 

(E-MAIL:  kplatt@aol.com) 
K.Stuan  Lee,  MD(NS)(252-752-5156)(FAX  252-752-0419) 

2325  Stantonsburg  Rd.,  Greenville  27834 
William].  Mallon,  MD  (ORS)(9I9-220-5255)(FAX919-220-5568) 

2609  N.  Duke  St.,  Ste.  900,  Durham  27705 

(E-MAIL:  bmallon@acpub.duke.edu) 
Philip  R.  Miller,  MD  (IM/CD)(919-781-7500)(FAX  919-881-9586) 

3100  Blue  Ridge  Rd.,  Raleigh  27612 
Stephen  P.  Montgomery,  MD  (ORS)(919-781-5600) 

(FAX  919-782-6578)  PO  Box  10707,  Raleigh  27605 

(E-MAIL:  smontgomery@raleighortho.com) 
Richard  E.  Moon,  MD  (AN/PUD)(919-681-5805)(FAX  919-681-4698) 

Duke  University  Medical  Center,  Box  3094,  Durham  27710 

(E-MAIL:  moon0002@mc.duke.edu) 
Richard  S.  Myers,  MD  (GS/TS)(919-782-8210)(FAX  919-781-4650) 

Raleigh  Surgical  Group,  PO  Box  31323,  Raleigh  27622 

(E-MAIL:  dmyersmd@mindspring.com) 
Joanne  L  Pizzino,  MD  (OM/FP)(919-468-8900)(FAX  919-468-1700) 

598  Airport  Blvd.,  #900,  Morrisville  27560 

(E-MAIL:  jpizzino@mindspring.com) 
KennediJ.  Rich,  MD  (NS)(919-850-9911)(FAX  919-790-5524) 

3320  Wake  Forest  Rd.,  Ste.  410,  Raleigh  27609 
Alexander  F.  Sanchez,  Jr.,  MD  (OM)(704-577-2146) 

(FAX  704-660-6971)  251  Wood  Duck  Loop,  Mooresville  281 17 

(E-MAIL:  afsanchezjr@woridnet.att.net) 
Scott  S.  Sanitate,  MD  (PMR)(919-781-9950)(FAX  919-783-9950) 

400  Keisler  Dr.,  Gary  27511 
Woodall  Stopford,  MD  (OM/IM)(919-286-5744)(FAX  919-286-5647) 

2200  W.  Mam  St.,  Ste.  600A,  Durham  27705 

(E-MAIL:  stopfoo2@mc.duke.edu) 
Gharles  R.  Vernon,  MD(P)(910-2564106)(FAX  910-256-4107) 

7230  Wrightsville  Ave.,  Wilmington  28403 

(E-MAIL:  verndoc@aol.com) 
Kevin  L.  Weiss,  MD  (OTO/FPS)  (704-868-8400)  (FAX  704-868-8493) 

2520  Aberdeen  Blvd.,  Gastonia  28054 
John  A.  Welshofer,  MD  (PMR) (704-849-4273) (FAX  704-849-4277) 

1 100  BIythe  Blvd.,  Charlotte  28203 
Pamela  J.  Whitney,  MD  (N)(919-872-0940)(FAX  919-872-0926) 

3320  Executive  Dr.,  Ste.  218,  Raleigh  27609 
Paul  H.  Wright,  MD  (ORS/OSM)(919-471-9331)(FAX  919-471-6524) 

4125  Ben  Franklin  Rd.,  Durham  27704 

(E-MAIL:  phwdoc@mindspring.com) 
Michael  F.  Yarborough,  MD  (GS/TS)(919-420-5000) 

(FAX  919-420-5006)  2800  Blue  Ridge  Blvd.,  #201,  Raleigh  27607 

(E-MAIL:  mikeyarb@eanhlink.net) 

Consultant: 

Jennifer  Gudac,  Chief  Medical  Examiner  (919-733-1999) 

(FAX  919-733-1618)  NC  Industrial  Commission,  4337  Mail  Service 
Center,  Raleigh  27699-4337 


21.  Occupational  &  Environmental  Health  Committee  II-3 
(15)(3  Consultants) 

Ricky  L.  Langley,  MD  (IM/OM)(336-304-2274) 

(FAX  336-286-1021)  CHAIR  1506  Miles  Chapel  Rd.,  Mebane  27302 
Marian  L  Swinker,  MD  (OM/FP)(252-816-2070) 

(FAX  252-816-2417)  VICE-CHAIR,  Brody  School  of  Medicine, 

Brody  BIdg.,  Rm.  188,  Life  Science  BIdg.,  Greenville  27858-4354 
Douglas  S.  Campbell,  MD  (OM/IM)  (9 19-544-2492) 

(FAX  919-544-2199)  2327  Englert  Dr.,  Ste.  1,  Durham  27713 
Dennis  G.  Egnatz,  MD(OM/FP)(336-924-46l4)(FAX  336-924-4620) 

3610  Old  Pfafiftown  Rd.,  Winston-Salem  27106 

(E-MAIL:  dgebke@msn.com) 
Douglas  I.  Hammer,  MD  (FP/OM)(919-782-0146)(FAX  919-571-9768) 

2605  Blue  Ridge  Rd.,  Ste.  300,  Raleigh  27607-8004 
Heivy  B.  Kornegay,  Sr.,  MD(FP/FPG)(919-658-4954) 

(FAX  919-658-5754)  238  Smith  Chapel  Rd.,  Mt.  Olive  28365 
Wade  H.  Marion,  PA-C  (336-7 19-6 100) (FAX  336-719-2313) 

865  Wesdake  Dr.,  Mt.  Airy  27030  (E-MAIL:  wmarion@advi.net) 
Albert  J.  Osbahr,  MD(OM/FP)(828-452-8361)(FAX  828-452-8364) 

576  LeRoy  George  Dr.,  Building  1,  Clyde  28721 
Joanne  L  Pizzino,  MD  (OM/FP)(919-468-8900)(FAX  919-468-1700) 

598  Airport  Blvd.,  #900,  Morrisville  27560 
Herben  A  Saltzman,  MD  (PUD/A)  (919-684-4149) 

(FAX  919-684-6002)  Duke  University  Medical  Center,  Box  3838, 

Durham  27710 
Alexander  F.  Sanchez,  Jr.,  MD  (OM)  (704-577-2146) 

(FAX  704-660-6971)  251  Wood  Duck  Loop,  Mooresville  281 17 

(E-MAIL:  afsanchezir@woridnet.att.net) 
Elizaberii  F.  Sherertz,  MD(D)(336-716-3926)(FAX  336-716-9258) 

Wake  Forest  University  School  of  Medicine,  Dept.  of  Dermatology, 

Medical  Center  Blvd.,  Winston-Salem  27157 
Woodhall  Stopford,  MD  (OM/IM)(919-286-5744)(FAX  919-286-5647) 

2200  W.  Main  St.,  Ste.  600A,  Durham  27705 

(E-MAIL:  stopfoo2@mc.duke.edu) 
Millard  W.  Wester,  Jr.,  MD  (FP/IND)(252-438-7284) 

(FAX  252-438-4900)  21 1 1  Coleman  Place,  Henderson  27536-3839 

Considtants: 

Edward  H.  Norman  (919-715-3293)  NC  Dept.  of  Environment  & 

Natural  Resources,  Division  of  Environmental  Health, 

1632  Mail  Service  Center,  Raleigh  27699-1632 
Richard  K.  Rowe,  R.S.  (919-856-7444) 

PO  Box  550,  336  FayetteviUe  St.,  Raleigh  27602 
Linda  C.  Sewall,  Director  (919-733-2352)  NC  Division  of 

Environmental  Health,  1630  Mail  Service  Center, 

Raleigh  27699-1630 

22.  Planning  Council  (21)(4  Ex  Officio) 

John  R.  Mangum,  MD  (FP)(919-774-6518)(FAX  919-774-1831) 

CHAIR,  555  Cardiage  St.,  Sanford  27330 
P.  William  Aycock,  Jr.,  MD  (IM/GE)(At-Large)(704-867-0735) 

(FAX  704-867-0738)  660  Summit  Crossing  Place,  Ste.  201, 

Gastonia  28054  (E-MAIL:  pwamd@aol.com) 
Richard  F.  Bruch,  MD  (ORS)(Vice-Speaker)(At-Large)(919-220-5255) 

(FAX  919-220-6379)  Triangle  Orthopaedic  Assoc,  2609  N.  Duke  St., 

Ste.  900,  Durham  27704  (E-MAIL:  rbruch@attglobal.net) 
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H.DavidBruton,MD(PD)(Pa5t-President){919-733-4534) 

(FAX  919-715-4645)  NC  Dept.  of  Health  and  Human  Services,  2001 

Mail  Service  Center,  Raleigh  27699-2001 

(E-MAIL:  glenda.parker@ncmail.net) 
Mary  Ann  Contogiannis,  MD  (PS)(336-299-4907)(FAX  336-292-9423) 

(Chair,  Young  Physicians  Section)  530  N.  Elam  Ave., 

Greensboro  27403-2907 
Shirish  D.  Devasthali,  MD  (IM/ON)(At-Large)(IMG  Section  Chair) 

(910-483-8586)(FAX  910-483-9212)  101  Robeson  St.,  #210, 

Fayetteville  2830 1  (E-MAIL:  sd4piaiio@aol.com) 
Carolyn  R.Ferree,MD(RO)(Past-President)(336-7l6-4981) 

(FAX  336-716-5972)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  cferree@wfubmc.edu) 
Charles  L.  Garrett,  Jr.,  MD  (PTH/FOP)(PastPresident)(910-353-3498) 

(FAX  910-577-2242)  Onslow  Memorial  Hospital,  PO  Box  1358, 

Jacksonville  28541-1358  (E-MAIL:  medxam@onslowonhne.net) 
Daniel  Gottovi,  MD  (IM/PUD)(Chair,  Legislation  Committee) 

(910-341-3481)  (FAX  910-341-3326)  1202  Medical  Center  Dr., 

Wilmington  28401-7307  (E-MAIL:  gottovd@isaac.net) 
Stephen  M.  Herring,  MD  (PS)(Chair,  Nominating  Committee) 

(910-486-9093)(FAX910-486-9048)  1314  Medical  Dr.,  Ste.  103, 

Fayetteville  28304  (E-MAIL:  smherring@aol.com) 
Byron  J.  Hoffman,  MD  (IM) (President,  Chatham  County  Medical 

Society)(919-663-3360)(FAX919-663-2874)  421  N.  Holly  Ave., 

Siler  City  27344 
Peggy  J.  Hurt  Ooe)(President,  NCMS  Alliance)(828-586-5724) 

(FAX  828-586-5724)  969  Monteith  Branch  Rd.,  Syiva  28779 

(E-MAIL:  peggyhurt@yahoo.com) 
RobertE.Kanich,MD(PTH)(919-781-3922)(FAX919-571-2992) 

(Chair,  Coordinating  Council  of  Spec.  Soc.)  5938  Ponderosa  Rd., 

Raleigh  27612  (E-MAIL:  rekanich@eanhlink.net) 
Elizabeth  P.  Kanof,  MD  (D)(Past  President)(919-782-0838) 

(FAX  919-781-1901)  2404  White  Oak  Rd.,  Raleigh  27609 
David  C.  Kowalski,  MD  (D) (President,  Alamance-Caswell  County 

Medical  Society)(336-226-2694)(336-226-2690)  1522  Vaughn  Rd., 

Burlington  27217 
DarlyneMenscer,  MD  (FP/GER)(At-Large)  (704-446-1086) 

(FAX  704-446-1092)  Carohnas  Medical  Center,  Dept.  of  Family 

Practice,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  dmenscer@carolinas.org) 
Michael  P.  Moulton,  MD  (EM)(910-452-1400)(FAX910-791-5359) 

(At-Large)  106  Oxmoor  Place,  Wilminton  28403-6306 

(E-MAIL:  mmoull7071@aol.com) 
Rodney  V.  Pugh,  MD  (AN) (President,  Buncombe  County  Medical 

Society)(828-274-3318)(828-254-934l)  445  Biltmore  Ave.,  #505, 

Asheville  28801  (E-MAIL:  rvp@mindspring.com) 
Jeffrey  W.  Runge,  MD  (EM)(Speaker)(704-355-7092) 

(FAX 704-355-7047)  Carolinas  Medical  Center,  PO  Box  32861, 

Charlotte  28232-2861  (E-MAIL:  jrunge@carolinas.org) 
Carl  K.  Rust,  II,  MD  (GE/IM)  (Immediate  Past-President) 

(910-256-2568)(FAX  910-256-2568)  1331  LandfaUDr., 

Wilmington  28405  (E-MAIL:  cbust@aol.com) 
Michael  R.  Towarnicky,  MD  (IM/NM)(252-633-1010) 

(FAX  252-224-3071)  (Chair,  MEDPAC)  PO  Box  8, 

Pollocksville28573-0068 


Ex  Officio: 

Don  C.  Chaplin,  MD  (IM/CD)(President)(336-538-1234) 

(FAX  336-538-2394)  1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
John  A.  Fagg,  MD  (PS)(President-Elect)(336-765-8620) 

(FAX  336-768-6236)  2901  Maplewood  Ave.,  Winston-Salem  27103 

(E-MAIL:  jafmd@aol.com) 
Charles  F.  Willson,  MD  (PD)(252-816-3221)  (Secretary-Treasurer) 

(FAX  252-816-2398)  Brody  School  of  Medicine,  Dept.  of  Pediatrics, 

Brody  Bldg.,  3E139,  Moye  Boulevard,  Greenville  27858-4354 

(E-MAIL:  cwillson@pcmh.com) 
Robert  W.  Seligson,  Executive  Vice  President,  CEO,  NCMS 

(919-833-3836)(FAX  919-833-2023)  PO  Box  27167,  Raleigh  27611 

(E-MAIL:  rseligson@ncmedsoc.org) 

23.    Prevention  and  Public  Health  Committee  III-2  (28)(4  Consultants) 
John  H.  Morrow,  MD  (FP/PH)(252-413-1443)  CHAIR 

(FAX  252-413-1446)  201  Government  Circle,  Greenville  27834 

(E-MAIL:  ncs0978@interpath.com) 
Barbara  D.  Alexander,  MD  (919-684-3961)(FAX  919-684-8519) 

1016  1/2  Minerva  Ave.,  Durham  27701-9527 
John  B.  Armitage,  MD  (CLP/BBL)(704-347-8358)(FAX  704-358-8486) 

2425  Park  Rd.,  Charlotte  28203 
Edward  L.  Boyette,  MD  (FP/GER) (9 1 0-285-348 1)(FAX  9 1 0-285-46 10) 

PO  Box  65,  Chinquapin  28521 
Don  C.  Chaplin,  MD  (IM/CD)(336-538-1234)(FAX  336-538-2394) 

1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
Connie  Chen  (William)  (NCMS  Alliance)  (336-228-7487) 

(FAX  336-584-1966)  2511  Nottoway  Terrace,  Burlington  27215 

(e-mail:  wychen55@netpath.net) 
Harry  E.  Dascomb,  MD  (IM/lD)(919-250-8520) 

6723  Falconbridge  Rd.,  Chapel  Hill  27514 
W.  Rodwell  "Roddy"  Drake,  Jr.,  MD  (FP)(919-693-2l4l) 

(FAX  919-693-8006)  PO  Box  367,  Oxford  27565 

(E-MAIL:  gvdhd@gloryroad.net) 
E.  Ron  Foster,  PA-C,  MA,  MS  (910-630-7495)(FAX910-630-7218) 

707  Spyglass  Dr.,  Fayetteville  2831 1-6965 

(E-MAIL:  rfoster@methodist.edu) 
David  H.  Gremillion,  MD  (lM/ID)(919-250-8520)(FAX919-250-7988) 

3024  New  Bern  Ave.,  Raleigh  27610 
Russell  P.  Harris,  MD  (lM)(919-966-4065)(FAX  919-966-0463)  UNC 

School  of  Medicine,  CB  #7508,  Bldg.  52,  Chapel  Hill  27599-7508 
Hubert  B.  Hay^\'ood,  III,  MD  (lD)(919-571-1567)(FAX919-782-l472) 

2500  Blue  Ridge  Blvd.,  Ste.  219,  Raleigh  27607 
Karen  E.  Hoffman  (ST)(DUKE)(919-309-l404)  233  MiUspring  Dr., 

Durham  27705  (E-MAIL:  hoffmo25@mc.duke.edu) 
Stephen  R.  Keener,  MD,  MPH  (PH/FP)(704-336-4701) 

(FAX  704-336-4709)  249  BiUingsley  Rd.,  Charlotte  2821 1 

(E-MAIL:  ncs0839@interpath.com) 
Imtiaz  Khurshid,  MD  (IM)(252-757-0046)  802-13  Treybrook  Circle, 

Greenville  27834  (E-MAIL:  khurshid@pol.net) 
Joseph  C.  Konen,  MD  (FP/GPM)(704-446-l  100)  (FAX  704-446-1 106) 

Carolinas  Medical  Center,  PO  Box  32861,  Charlotte  28232-2861 

(E-MAIL:  jkonen@carolinas.org) 
Albert  J.  Osbahr,  MD  (OM/FP)(828452-8361)(FAX828-452-8364) 

576  LeRoy  George  Dr.,  Buildmg  1,  Clyde  28721 
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p.  Samuel  Pegram,  Jr.,  MD  (ID/IM) (336-7 16-4246) 

(FAX  336-716-3825)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 
JanelleA.  Rhyne,  MD  (ID/1M)(910-815-3245)(FAX910-251-1420) 

1202  Medical  Center  Dr„  Wilmington  28401 

(E-MAIL:  janrhyne@wilmington.net) 
Edward  N.  Robinson,  Jr.,  MD  (lD/lM)(336-832-8560) 

(FAX  336-832-8026)  1200  N.  Elm  St.,  Greensboro  27401 

(E-MAIL:  enrobinson@aol.com) 
W.  Richard  Schmits,  Jr.,  MD  (FP/FPG) (9 10-646-40 10) 

(FAX  910-646-4010)  107  Church  St.,  PO  Box  169, 

Lake  Waccamaw  28450 
Diane  M.  Sherman,  MD(IM)(704-355-5100)(FAX  704-355-5125) 

1800  Lumarb  Dr.,  Charlotte  28212  (E-MAIL:  sherman@perigee.net) 
Evin  H.  Sides,  III,  MD  (IM/ID)(919-847-9592)(FAX  919-518-1988) 

1932  Brassfield  Road,  Raleigh  27614-8145 

(E-MAIL:  evin.sides@worldnet.att.net) 
RobertJ.  Sullivan,  Jr.,  MD(IM/FP)(919-416-5880)(FAX  919-416-5879) 

Duke  University  Medical  Center,  Box  3022,  Durham  27710 
Paul  M.  Weathers,  PA-C  (704-384-1260)(FAX  704-563-1601) 

7025  Thermal  Rd.,  Charlotte  2821 1  (E-MAIL:  pmw.@phsc.com) 
Paul  F.  Williams,  MD(OBG)(910-353-2115)(FAX  910-355-2422) 

250  Memorial  Dr.,  Jacksonville  28546-6332 

(E-MAIL:  cn3163@coastalnet.com) 
Ann  F.  Wolfe,  MD  (PD/PH)(919-715-3663)(FAX  919-715-3807) 

2017  Landings  Way,  Raleigh  27615 

Consultant: 

Lee  K.  Allen,  President  (252-447-3684) 

118  Oakwood  Drive,  Havelock  28532 
Alan  W.  Cross,  MD,  Director  (919-966-6035) 

Center  for  Health  Promotion  and  Disease  Prevention,  UNC-CH, 

253  Rosenau  Hall,  CB#7400,  Chapel  Hill  27599-7400 
Mr.  Carmine  Rocco,  Executive  Director  (919-677-4135) 

Assoc,  of  NC  Boards  of  Healdi,  PO  Box  4449,  Gary  27519-4449 
Stephen  G.  Sherman  (919-715-3111)  HIV/STD  Prevention  &  Care 

Section,  NC  Dept.  of  Health  and  Human  Services, 

Division  of  Epidemiology,  1902  Mail  Service  Center, 

Raleigh  27699-1902 

24.    Professional  Insurance  Committee  V-4  (15) 

Richard  E.  Lassiter,  MD  (OBG)(919-942-8571)  CHAIR 

(FAX  919-942-6355)  120  Conner  Dr.,  Ste.  101,  PO  Box  3317, 

Chapel  Hill  27514  (E-MAIL:  rlassiter@pol.net) 
Paul  L  Burroughs,  Jr.,  MD  (ORS)(919-872-5296)(FAX  919-850-9718) 

3410  Executive  Dr.,  Raleigh  27609 

(E-MAIL:  drburroughsjr@msn.com) 
James  R.  Dingfelder,  MD  (OBG)  (919-942-4l00)(FAX  919-490-8051) 

180  Providence  Rd.,  Ste.  #3,  Chapel  Hill  27514 

(E-MAIL:  judiding@aol.com) 
William  W.  Farley,  MD  (PD)(919-787-9350) 

2625  Dover  Rd.,  Raleigh  27608  (E-MAIL:  farleycy@aol.com) 
W.  Blake  Garside,  MD  (PS)  (9 19-872-26 16)  (FAX  919-872-2771) 

11 12  Dresser  Ct.,  Raleigh  27609 
Lewis  J.  Gaskin,  MD  (AN)  (336-372-4 193) 

PO  Box  85,  Laurel  Springs  28644 


Charles  M.  Hassell,  Jr.,  MD  (PTH/DMP)(336-832-8074) 

(FAX  336-271-8269)  1200  N.  Elm  St.,  Greensboro  27401 
Walton  K.  Joyner,  Jr.,  MD  (OPH)(919-787-2758)(FAX  919-782-3984) 

3900  Browning  PL,  Ste.  200,  Raleigh  27609 

(E-MAIL:  wjoyner262@aol.com) 
Claire  M.  Poyet,  MD  (R)(919-787-8221  or  942-3196) 

(FAX  919-933-9925)  3816  Bluestone  Ct.,  Chapel  Hill  27514 
Nathaniel  L.  Sparrow,  MD  (OTO)(919-787-7171)(FAX  919-420-2028) 

3010  Anderson  Dr.,  PO  Box  18946,  Raleigh  27619 
J.  Gordon  Still,  MD  (PD) (9 19-474-0507) (FAX  919-474-9407) 

4816  Oak  Way,  Raleigh  27613  (E-MAIL:  nlldr@mindspring.com) 
Nicholas  E.  Stratas,  MD  (P/HYP)(919-787-7125)(FAX  919-781-9952) 

3900  Browning  PL,  Ste.  201,  Raleigh  27609 

(E-MAIL:  stratas@interpath.com) 
Roben  J.  Sullivan,  Jr.,  MD(IM/FP)(919-660-6713)(FAX  919-681-8570) 

Duke  University  Medical  Center,  Box  3022,  Durham  27710 
James  S.  Wilson,  Jr.,  MD  (GS)(919-479-4400)(FAX  919-479-4415) 

PO  Box  15698,  4301  Ben  Franklin  Blvd.,  Durham  27704 
Mark  Yoffe,  MD  (ON/HEM) (9 19-78 1-7070) (FAX  919-571-9352) 

Raleigh  HEM/Oncology  Clinic,  PO  Box  30098,  Raleigh  27622 

25.    Sports  Medicine  Committee  II-4  (29)(4  Consultants) 
Walton  W.  Curl,  MD  (ORS/SM)(336-716-4207)  CHAIR 

(FAX  336-716-6286)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  wwcurl@wfubmc.edu) 
Wallace  F.  Andrew,  Jr.,  MD  (ORS/HSS)(919-781-5600) 

(FAX  919-782-6578)  PO  Box  10707,  Raleigh  27605 
Edwin  C.  Bartlett,  MD  (ORS/SM)(252-757-2663)(FAX  252-757-1914) 

622  Medical  Drive,  PO  Box  30380,  Greenville  27833-0380 

(E-MAIL:  bartleh@orthol.com) 
Douglas  G.  Browmng,  MD  (FP/SM)(336-716-2794) 

(FAX  336-716-9126)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157-1084 

(E-MAIL:  dbrownin@wfubmc.edu) 
Frank  W.  Clippinger,  Jr.,  MD  (ORS) (9 19-489-7276) 

(FAX  919-910-4999)  3514  Rugby  Rd.,  Durham  27707 

(E-MAIL:  clipl@ix.netcom.com) 
Donald  F.  D'Alessandro,  MD  (ORS)(704-347-5448) 

(FAX  704-347-5383)  1001  Blydie  Blvd.,  #200,  Charlotte  28203-5866 
David  A.  Esposito,  MD(OSM/ORS)(910-815-3535) 

(FAX  910-815-3853)  1717  Shipyard  Blvd.,  Ste.  350, 

Wihnington  28403 
Karl  B.  Fields,  MD  (FP/SM)(336-832-8132)(FAX  336-832-7078) 

1125  N.  Church  St.,  Greensboro  27401 

(E-MAIL:  bert.fields@mosescone,com) 
Brett  Gilbert  (ST)(DUKE)(919-383-5597) 

311  Mayfield  Circle,  Durham  27705 

(E-MAIL:  brett.gilbert@duke.edu) 
Douglas  I.  Hammer,  MD  (FP/OM)(919-782-0l46)(FAX  919-571-9768) 

2605  Blue  Ridge  Rd.,  Ste.  300,  Raleigh  27607-8004 
William  T.  Hardaker,  Jr.,  MD  (ORS) (9 19-684-5334) 

(FAX  919-684-8280)  Duke  University  Medical  Center,  Box  3956, 

Durham  27710  (E-MAIL:  harda001@mc.duke.edu) 
A.  Tyson  Jennette,  MD  (ORS) (252-243-9629) (FAX  252-243-0915) 

PO  Box  3148,  Wilson  27895 
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Tally  E.  Lassiter,  Jr.,  MD  (ORS/SM)(252-757-2663) 

(FAX  252-757-1914)  622  Medical  Dr.,  PO  Box  30380, 

Greenville  27833-0380  (E-MAIL:  lassiter@orthol.com) 
Richard  V.  Liles,  Jr.,  MD  (FP)(704-982-8767) 

505  Pee  Dee  Ave.,  Albemarle  28001 
Roy  A.  Majors,  MD  (ORS/SM)(704-339-1000)(FAX  704-339-1444) 

1915  Randolph  Rd.,  Charlotte  28207 

(E-MAIL:  rmajors@cosortho.com) 
David  F.  Martin,  MD  (ORS/SM)(336-7I6-4207)(FAX  336-716-6286) 

Wake  Forest  University  School  of  Medicine,  Dept.  of  Orthopaedic 

Surgery,  Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  dmartin@wfubmc.edu) 
John  P.R.  McBryde,  MD  (EM/ESM)(704-355-3737) 

(FAX  704-333-6560)  2315  Charlotte  Dr.,  Charlotte  28203-5717 

(E-MAIL:  mcbryde@bellsouth.net) 
J.  Thomas  Newton,  MD  (FP)(910-590-0615)(FAX  910-592-0818) 

403  Fairview  St.,  Clinton  28328  (E-MAIL:  newtoni@med.unc.edu) 
Lawrence  E.  Perry,  MD  (FP/SM)(336-626-2688)(FAX  336-626-4100) 

350  N.  Cox  St.,  Asheboro  27203 
Brian  D.  Petrarca,  PA-C  (ORS)(910-375-2300)(FAX  910-375-2314) 

2707  Henry  St.,  Greensboro  27405  (E-MAIL:  bpetra6499@aol.com) 
James  M.  Poole,  MD  (PD/ADL)(919-845-0623)(FAX  919-518-2742) 

270  Horizon  Drive,  Raleigh  27615-6506 
W.  Richard  Schmits,  Jr.,  MD  (FP/FPG)(828-698-874l) 

(FAX  828-698-2549)  107  Church  St.,  Lake  Waccamaw  28450 
Bryan  W.  Smith,  MD  (SM/PD)(919-966-3655)(FAX  919-966-9779) 

UNC  Student  Health  Service,  Box  7470,  Chapel  Hill  27599-7470 

(E-MAIL:  bsmith@email.shs.unc.edu) 
Lyman  Scott-William  Smith,  MD  (ORS/SM)(919-781-5600) 

(FAX  919-782-6578)  PO  Box  10707,  Raleigh  27605 

(E-MAIL:  lsmith@raleighortho.com) 
Kevin  P.  Speer,  MD  (SM) (9 19-684-6431) (FAX  919-681-6357) 

Duke  University  Medical  Center,  Box  3371,  Durham  27710 

(E-MAIL:  speer002@mc.duke.edu) 
William  R.  Sutton,  MD  (ORS/OSM)(910-763-7344) 

(FAX  910-251-0421)  2001  S.  17di  St.,  Wilmington  28401 
Timodiy  N.  Taft,  MD  (ORS/SM)  (9 19-966-3340)  (FAX  919-966-6730) 

UNC  School  of  Medicine,  CB#7055,  237  Burnett-Womack  BIdg., 

Chapel  Hill  27599-7055  (E-IAMU  ttaft@med.unc.edu) 
Brent  A.  Townsend  (ST) (DUKE) (9 19-382-3067)  103  White  Pine  Dr., 

Durham  27705  (E-MAIL:  townsOl4@mc.duke.edu) 
David  R.  Wiercisiewski,  MD  (PMR)(704-355-4330) 

1 100  BIythe  Blvd.,  Charlotte  28203 

Consultants: 

Craig  Baker,  ATC-L  (919-365-9333) 

NC  Athletic  Trainers  Association,  801  Whidey  Way,  Wendell  27591 
Kymm  Ballard  (919-715-1823) 

Healdifiil  Living  Section,  NC  Depanment  of  Public  Instruction, 

301  N.  Wilmington  St.,  Raleigh  27601-2825 
Mary  Neal  Broos,  ATC  (336-472-6354) 

4398  Kennedy  Rd.,  Thomasville  27360 
Al  Proctor,  PhD  (919-782-6455) 

NC  Sports  Medicine  Foundation,  2724  Riddick  Dr.,  Raleigh  27609 


26.  Substance  Abuse  Committee  III-3  (8)(7  Consultants) 

Robert  C.  Vanderberry,  Jr.,  MD  (ALD/PD)  CHAIR 

5108  Holly  Ridge  Farm  Rd.,  Raleigh  27616 
R.  Jackson  Blackley,  MD  (P/GPM)(919-733-701 1) 

4907  Quail  Hollow  Dr.,  Raleigh  27609 
James  H.  Caner,  MD  (P/FPY){919-684-6l02)(FAX  919-684-7504) 

Duke  University  Medical  Center,  Box  3106,  Durham  27710 
Andrew  N.  Dentino,  MD  (IMG/PYG) (9 10-276-7727) 

(FAX  910-277-7439)  PO  Box  1889,  601  Lauchwood  Dr., 

Laurinburg  28352-9341 
Rhonda  G.  Feldman,  PA-C 

514  10*  St.,  Nordi  Wilkesboro  28659-4004 
Riley  M.  Jordan,  MD  (FP)(910-875-9087)(FAX  910-875-4597) 

116  Campus  Ave.,  Raeford  28376 
Daniel  G.  Sayers,  MD  {EM)(336-922-l  102)(FAX  336-922-5012) 

3734  Reynolda  Rd.,  Winston-Salem  27106 
Philip  E.  Veenhuis,  MD  (P/PH)(919-733-7011)(FAX  919-733-9455) 

325  N.  Salisbury  St.,  Raleigh  27602 

(E-MAIL:  pveenhui@dmh.dhr.state.nc.us) 

Consultants: 

R.  Keidi  Bulla  (336-294-0368) 

61 1  Meade  Drive,  Greensboro  27410 
Fred  Eckel,  Acting  Executive  Director  (919-967-2237) 

NC  Pharmaceutical  Associadon,  713  Churchill  Dr.,  Chapel  Hill  27514 
Loy  Ingold  (336-292-5320) 

Special  Agent-b-Chaige,  NCSBI-DECU,  PO  Box  18243,  Greensboro  27419 
Robert  B.  Nowelljr.,  Asst.  Director  (919-733-6681) 

(FAX  919-715-7795)  Program  Integrit)',  NC  Division  of  Medical 

Assistance,  2515  Mail  Service  Center,  Raleigh  27699-2515 
Robert  H.  Small,  RPh,  MBA,  FASHP  (336-713-3409) 

Director  of  Pharmacy,  Wake  Forest  University  Baptist  Hospital, 

Medical  Center  Blvd.,  Winston-Salem  27157-1 163 
Flo  Stein,  MPH,  Chief  (919-733-0696)(FAX  919-733-9455)  Substance 

Abuse  Services  Division,  NC  Dept.  of  Health  &  Human  Services, 

3007  Mail  Service  Center,  Raleigh  27699-3007 
David  R.  Work,  Execudve  Director  (919-942-4454) 

NC  Board  of  Pharmacy,  PO  Box  459,  Carrboro  27510 

27.  Tobacco  Control  Committee  III4  (15)(5  Consultants) 
Richard  J.  Rosen,  MD  (lM/HEM)(336-545-0637)  CHAIR 

(FAX  336-545-0637)  8  Sommerton  Dr.,  Greensboro  27408 

(E-MAIL:  gbororosen@aol.com) 
Peter  T.  Alford,  MD  (PUD/IM) (704-878-45 58) (FAX  704-838-1544) 

521  Brookdale  Dr.,  StatesviUe  28677-4185 

(E-MAIL:  peter@dnamail.com) 
Marjorie  T.  Benbow  (Hector  Henry)(NCMS  AlIiance)(910-789-46l6) 

(FAX  910-784-4239)  200  Medical  Park  Dr.,  Concord  28025 
Thomas  Florian,  MD  (PMR)(910-671-9298)(FAX  910-671-4850) 

4308  Ludgate,  Lumbenon  28358 
Adam  0.  Goldstein,  MD  (FP)(919-966-4090)(FAX  919-966-6125) 

UNC  School  of  Medicine,  CB#7595,  Chapel  Hill  27599-7595 

(E-MAIL:  aog@med.unc.edu) 
Wade  H.  Marion,  PA-C  (IM)  (336-7 19-6 100)  (FAX  336-719-2313) 

865  West  Lake  Dr.,  Mt.  Airy  27030  (E-MAIL:  wmarion@advi.net) 
John  P.R.  McBryde,  MD  (EM/ESM)(704-355-3737)(704-333-6560) 

2315  Charlotte  Dr.,  Charlotte  28203-5717 

(E-MAIL:  mcbryde@bellsouth.net) 
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Albert].  Osbahr,  MD  (OM/FP)(828-452-8361)(FAX 828-452-8364) 

576  LeRoy  George  Dr.,  Building  1,  Clyde  28721 
Robert  F.  Perry,  MD(PD)(910-256-8087)(FAX  910-256-8838) 

1630  Military  Cutoff  Rd.,  Ste.  108,  Wilmington  28403-6169 

(E-MAIL:  rtpl251@aol,com) 
Jesse  C.Pittard,MD(FP)(919-934-5l49)(FAX  919-934-5632) 

410  Canterbury  Rd.,  Smithfield  27577 
Allison  L.  Redfearn,  MD  (PD/A)(910-738-2525)(FAX  910-738-1997) 

220-E  Wintergreen  Dr.,  Lumberton  28358 

(E-MAIL:  soudiern@carolina.net) 
Clare  J.  Sanchez,  MD  (GERyiM)(919-733-0742)(FAX  919-733-0743) 

Dorothea  Dix  Hospital,  Medical  Surgical  Division,  3601  Mail  Service 

Center,  Raleigh  27699-3601  (E-MAIL:  afsanchezjrdVorldnet.att.net) 
John  G.  Spangler,  MD,  MPH  (FP/PH)(336-7l6-4479) 

(FAX  336-716-1297)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Dept.  of  Family  Medicine, 

Wmston-Salem  27157-1084  (E-MAIL:  jspanglei2Hvfubmc.edu) 
Gregg  M.  Stave,  MD  (IM/OM)(919-483-5525)(FAX  919-483-8535) 

6407  Stoneridge  Place,  Chapel  Hill  27514 

(E-MAIL:  gms8520@glaxowellcome.com) 
Eric  C.  Westman,  MD  (IM)(919-286-6822)(FAX  919-286-6758) 

1018  Huntsman  Dr.,  Durham  27713-2383 

(E-MAIL:  ewestman@acpub.duke.edu) 

Consultants: 

Chuck  Bridger,  MA 

622  Forsydi  Medical  Park,  1900  S.  Hawdiorne  Rd., 

Winston-Salem  27103 
Deborah  C.  Bryan,  Director  (919-832-8326) 

Program  and  Government  Relations,  American  Lung  Association, 

PO  Box  27985,  Raleigh  2761 1-7985 
Sarah  Eisner,  Project  Coordinator  (828-236-01 10)(FAX  828-252-8890) 

Survivors  and  Victims  Empowerment  (SAVE)  Program, 

31  College  Place,  13A  Annex,  Asheville  28801 
Sally  H.  Malek,  MPH  (919-733-1340) 

Manager,  NC  Project  ASSIST,  NC  Dept.  of  Environment  and 

Natural  Resources,  1915  Mail  Service  Center,  Raleigh  27699-1915 
Lynette  Rivenbark,  Director,  Advocacy  (919-9684453) 

(FAX  919-968-7229)  American  Heart  Association, 

300  Silver  Cedar  Coun,  Chapel  Hill  27514 

28.    Women  s  Health  Comminee  1-4  (13) 

Elizabeth  A.  Bell,  MD  (AN)(919-681-6535)  CHAIR 

(FAX  919-668-6265)  Duke  University  Medical  Center, 

Box  3094,  Durham  27710  (E-MAIL:  bell0027@mc.duke.edu) 
Matthew  D.  Acampora,  MD  (IM/ID)(704-366-0080) 

(FAX  704-366-0779)  330  BiUingsley  Rd.,  Ste.  212,  Charlotte  2821 1 
Rhonda  G.  Feldman,  PA-C 

514  10'*  St.,  North  Wilkesboro  28659-4004 
Margaret  A.  Harper,  MD  (OBG/MFM)(336-716-2570) 

(FAX  336-716-6937)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Dept.  of  OB-GYN,  Winston-Salem  27157 
Virginia  A.  Hemelt,  MD  (FP/AMM)(704-556-5459) 

(FAX  704-556-5495)  5008  Morrowick  Rd.,  Charlorte  28226 
Eugenie  M.  Komives,  MD  (FP)(919-469-7228)(FAX  919-469-7446) 

909  Aviation  Parkway  #600,  Morrisville  27560-9153 


Wendy  E.  MacLeod,  MD  (PD)(919-383-4l75)(FAX  919-383-6642) 

Doctors  Health  Plan,  Inc.,  2828  Croasdaile  Dr.,  Durham  27705-2291 
Susan  S.  McDermort,  MD  (N)(336-713-8557)(FAX  336-713-8588) 

Wake  Forest  University  School  of  Medicine,  Medical  Center  Blvd., 

Box  2254,  Winston-Salem  27157  (E-MAIL:  smcdermo@bgsm.edu) 
David  A.  Schutzer,MD(OBG)(910-485-1191)(FAX  910-485-6006) 

Highland  OB/GYN,  91 1  Hay  St.,  Fayetteville  28305 

(E-MAIL;  jenna67@fayettevillenc.com) 
Gordon  B.  Sherard,  III,  MD  (252-353-2032) 

171 1  Woodwind  Drive,  Greenville  27858 

(E-MAIL:  merimack2@aol.com) 
Myra  L  Teasley,  MD  (OBG)(919-781-5510) 

(FAX  919-781-5053)  4420  Lake  Boone  Tr.,  Ste.  303,  Raleigh  27607 
Ann  F.  Wolfe,  MD(PD/PH)(919-715-3663)(FAX  919-715-3807) 

2017  Landings  Way,  Raleigh  27615 
Tarra  Wright  (ST)(DUKE)(919-403-8587) 

425  Northcreek  Dr.,  Durham  27707 

(E-MAIL:  tarra, wright@duke.edu) 

29.  North  Carolina  Medical  Journal  Task  Force  (9) 

Henry  J.  Carr,  Jr.,  MD  (IM/PUD)  (9 10-592-2964)  CHAIR 

(FAX  910-592-5763)  100  Badger  Ct.,  Clinton  28238 
WiUiam  B.  Blythe,  MD  (IM/NEP)(919-966-2365)(FAX  919-966-4251) 

114  Hillcrest  Circle,  Chapel  Hill  27514 
Don  C.  Chaplin,  MD  (IM/CD)(336-538-1234)(FAX  336-538-2394) 

1234  Huffman  Mill  Rd.,  Burlington  27215 

(E-MAIL:  donchaplin@compuserve.com) 
E.  Harvey  Estes,  Jr.,  MD  (IM/GER) (9 19-489-9780) 

3542  Hamstead  Court,  Durham  27707 

(E-MAIL:  hestes@ncmedsoc.org) 
Cynthia  A.  Hampton,  MD  (OPH)(252-492-8021)(FAX  252-492-3420) 

451  Ruin  Creek  Rd.,  Ste.  204,  Henderson  27536 

(E-MAIL:  whampton@gloryroad.net) 
Assad  Meymandi,  MD  (P/N)(919-954-5020) 

(FAX  919-954-5020)  3320/218  Executive  Drive,  Raleigh  27609-7445 

(E-MAIL:  ammdfapa@aol.com) 
Francis  A.  Neelon,  MD  (IM/END) (9 19-286-2243) (FAX  919-286-9504) 

Duke  Medical  Center,  Box  3021,  Durham  27710 

(E-MAIL:  neelo001@mc.duke.edu) 
William  G.  Poner,  MD  (IM/HEM)(704-332-4450)(FAX  704-334-6212) 

2026  Danmouth  Place,  Charlotte  28207-1408 

(E-MAIL:  wgponer@mindspring.com) 
Charles  F.  Willson,  MD  (PD)(252-816-3221)(FAX252-8l6-2398) 

Brody  School  of  Medicine,  Dept.  of  Pediatrics,  Brody  BIdg.,  3E139, 

Greenville  27858-4354  (E-MAIL:  cwillson@pcmh.com) 

30.  Access  to  Health  Care  Task  Force  (16) 

Carolyn  R,  Ferree,  MD  (RO)(336-716-4981)  CHAIR 

(FAX  336-716-5972)  Wake  Forest  University  School  of  Medicine, 

Medical  Center  Blvd.,  Winston-Salem  27157 

(E-MAIL:  cferree@wfubmc.edu) 
Thomas  V.  Clancy,  MD  (GS/TRS)(9 10-343-0 16 1)(FAX  910-763-4630) 

PO  Box  9025,  Wilmington  28402  (E-MAIL:  tclancy@unc.med.edu) 
Lawrence  M.  Cutchin,  MD  (IM/PD)(919-828-1789) 

(FAX  919-828-1720)  PO  Box  27987,  Raleigh  27611 

(E-MAIL:  lcutchin@healthcaresavings.com) 
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L.  Allen  Dobson,  Jr.,  MD  (FP)(704-783-1044)(FAX  704-783-1077) 

315  Medical  Park  Dr.,  See.  203,  Concord  28025 

(E-MAIL:  adobson@northeastmedical.org) 
Dennis  G.  Egnatz,  MD  (OM/FP)(336-924-46l4)(FAX  336-924-4620) 

3610  Old  Pfaiiftown  Rd.,  Winston-Salem  27106 

(E-MAIL:  dgebke@msn.com) 
James  S.  Forrester,  MD  (FP/GPM)(704-263-47l6) 

PO  Box  459,  Stanley  28164 
Harold  D.  Gabel,  MD  {PH/OBG)(336-373-3283)(FAX  336-333-6971) 

232  N.  Edgeworth  St.,  Greensboro  27401 
Daniel  Gottovi,  MD  (1M/PUD)(910-341-348I)(FAX  910-341-3326) 

1202  Medical  Center  Dr.,  Wilmington  28401-7307 

(E-MAIL:  gottovd@isaac.net) 
Lawrence  D.  Hopkins,  MD  (OBG)(336-722-9590)(FAX  336-723-2290) 

4108  Ryan  Way  South,  Winston-Salem  27106 
James  G.  Jones,  MD  (FP)(910-328-0100) 

9118  9'''  Street,  Surf  City  28445-8653 


Sherman  E.  Kahn,  MD  (PH/FP)(336-727-2434)(FAX  336-727-8135) 

PO  Box  15043,  Winston-Salem  27113-0043 

(E-MAIL:  kahnse@iris.co.forsyth.nc.us) 
Suzanne  E.  Landis,  MD  (IM/PM)(828-257-4740)(FAX  828-257-4738) 

118  W.T.  Weaver  Blvd.,  Asheville  28804 

(E-MAIL:  suzannel@moby.mtn.ncahec.org) 
William  D.  Lee  (FP)(919-782-0l46)(FAX  919  571-9768) 

2605  Blue  Ridge  Rd.,  Ste.  300,  Raleigh  27607 
Ronald  H.  Levine,  MD  (PH/PD)(919-782-0838)(FAX  919-781-1901) 

2404  White  Oak  Rd.,  Raleigh  27609 

(E-MAIL:  ron.levine@sph.unc.edu) 
Donald  T.  Lucey,  MD  (U)(919-782-0838){FAX  919-781-71 15) 

2800  Blue  Ridge  Blvd.,  S  te.  403,  Raleigh  27607 
Mack  C.  Mitchell,  Jr.,  MD  (lM/GE)(704-355-3165) 

(FAX  704-355-7626)  Carolinas  Medical  Center,  PO  Box  32861, 

Charlotte  28232-2861  (E-MAIL:  mmitchell@carolinas.org) 
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COUNCILOR  DISTRICTS 


Constitution  and  Bylaws  of  the  North  CaroHna  Medical  Society 
Article  VIII  —  Sections,  Districts  and  District  Societies 

The  House  of  Delegates,  in  order  to  promote  the  purposes  of  the 
Society,  shall  provide  for  the  organization  of  councilor  districts  and  for 
the  designation  of  scientific  sections.  It  may  provide  for  the  organiza- 
tion of  district  societies  composed  of  members  of  component  societies. 

Chapter  VII  —  Councilor  Districts 

Section  1,  The  State  of  North  Carolina  is  divided  by  counties  into 
nineteen  councilor  districts  as  follows: 

District 

1  Bertie-Gates-Hertford,  Chowan-Perquimans,  and 

Pasquotank-Camden-Currituck-Dare 
2 Beaufort-Hyde-Martin- Washington-Tyrrell,  Caneret, 

Craven-Pamlico-Jones,  and  Lenoir-Greene 
3 Edgecombe,  Halifax-Northampton,  Johnston,  Nash, 

Warren,  Wayne,  and  Wilson 

4 New  Hanover-Pender 

5 Bladen,  Brunswick,  Columbus,  Duplin,  Harnett,  Onslow, 

Robeson,  and  Sampson 


6 Wake 

7 Durham-Orange 

8 Cumberland 

9 Alamance-Caswell,  Chatham,  Franklin,  Granville,  Lee, 

Person,  Randolph,  Rockingham,  and  Vance 

10 Guilford  (Greensboro  and  High  Point) 

II Forsyth-Stokes-Davie 

12 Anson,  Cabarrus,  Hoke,  Montgomery,  Moore,  Richmond, 

Scotland,  Stanly,  and  Union 

13 Mecklenburg 

14 Ashe,  Davidson,  Iredell,  Rowan,  Surry- Yadkin-Alleghany, 

and  Wilkes 

15 Alexander,  Avery,  Burke,  Caldwell,  Catawba,  Mitchell- 
Yancey,  and  Watauga 

16 Cleveland,  Gaston,  Lincoln,  McDowell,  and  Rutherford 

17 Cherokee,  Graham,  Haywood,  Henderson,  Jackson-Swain, 

Macon-Clay,  Polk,  and  Transylvania 

18 Buncombe  and  Madison 

19 Pitt 


District 

15 


District  Distrirt 

11  9 


I I    I ^_(  District 


District 


Distria 
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BOARDS  AND  COMMISSIONS 


NORTH  CAROLINA  MEDICAL  BOARD 

(3-yr.  term) 

Wayne  W.  VonSeggen,  PA-C  (2000)  PRESIDENT 

4550  Greenfield  Way  Dr.,  Winston-SaJem  27103-9757 

(E-Mail:  wvonseggen@aol.com) 
Elizabeth  R  Kanof,  MD  (D)  (2002)  VICE  PRESIDENT 

2404  White  Oak  Rd.,  Raleigh  27609 
Walter  J.  Pories,  MD  (GS/TS)(2000)  SECRETARY-TREASURER 

Brody  School  of  Medicine,  Dept.  of  Surgery  Greenville  27858-4354 

(E-Mail:  pories@brodymed.ecu.edu) 
George  C.  Barrett,  MD(R)  (2002) 

1239  Wareham  Court,  Charlotte  28207-2154 

(E-mail:  gcarl9@aol.com) 
Kenneth  H.  Chambers,  MD  (OBG)(2001) 

1718  E.  4-''  St.,  Ste.  202,  Charlotte  28204-3260 
John  T  Dees,  MD(FP/PH)(2000) 

3C  Lavender  Ct.,  PO  Box  3012,  Bald  Head  Island  28461 
JohnW.Foust,MD(OTO)(2001) 

2106  Pinewood  Circle,  Charlotte  28211 

(E-mail:  johnann@prodigy.net) 
Stephen  M.  Herring,  MD  (PS)  (2001) 

1314  Medical  Dr.,  Ste.  103,  FayetteviUe  28304 

(E-mail:  smherring@aol.com) 
Paul  Saperstein  (2001) 

2637  E.  Green  Dr.,  PO  Box  847,  High  Point  27261 

EXECUTIVE  DIRECTOR: 

Andrew  W.  Watry 

1201  Front  St.,  PO  Box  20007, 
Raleigh,  NC  27619  (919-326-1 100) 


NORTH  CAROLINA  COMMISSION 

FOR  HEALTH  SERVICES 

(Physician  Members)  (4-yr.  term) 

Jesse  H.  Meredith,  MD,  CHAIR  (GS/TS)(2001) 

Wake  Forest  University  School  of  Medicine,  Dept.  of 
Surgery,  Medical  Center  Blvd.,  Wmston-Salem  27157 

George  W  Brown,  MD  (FP)(2003) 
1088  Brown  Ave,,  Waynesville  28786 

William  D,  Rippy  MD  (FP)(2003) 
PO  Box  927,  Elon  College  27244 

G.  Earl  Trevathan,  Jr.,  MD  (PD)(2001) 

242  River  Bank  Lane,  Greenville  27834-4354 
(E-mail:  etrev@ecu.campus.mci.net) 


NORTH  CAROLINA 

MEDICAL  CARECOMMISSION 

(Physician  Members)  (4-yr.  term) 

Daniel  Gottovi,  MD  (IM/PUD)(2002) 

1202  Medical  Center  Dr.,  Wilmington  28403 

(E-mail:  gottovd@isaac.net) 
J.  Wayne  Meredith,  MD  (TRS/TS)(2003) 

Wake  Forest  University  School  of  Medicine,  Dept.  of 

Surgery  Medical  Center  Blvd.,  Winston-Salem  27157 
HenryA.Unger,MD(U)(2001) 

101  SW  Gary  Pkwy.,  Gary  2751 1  (E-mail:  haunger@bellsouth.net) 


NORTH  CAROLINA  MEDICAL  JOURNAL 
EDITORLAL  BOARD 

(4-yr.  term) 

Francis  A.  Neelon,  MD,  (IM/END)  EDITOR 

Duke  Medical  Center,  Box  3021,  Durham  27710 

(E-mail:  neelo001@mc.duke.edu) 
Florence  Nash,  MANAGING  EDITOR 

Duke  Medical  Center,  Box  3021,  Durham  27710 

(E-mail:  nash0004@mc.duke.edu) 
Donald  R.  Wall,  BUSINESS  MANAGER 

PO  Box  27167,  Raleigh  2761 1  (E-mail:  dwall@ncmedsoc.org) 
Wdliam  B.  BIythe,  MD  (IM/NEP)(2000)  CHAIR 

UNC  School  of  Medicine,  Department  of  Medicine, 
CB#7155,  Chapel  Hill  27599 
Margaret  N.  Harker,  MD  (GP)(2003) 

3608  Medical  Park  Court,  Morehead  City  28557-0897 

(E-mail:  mharker@mail.clis.com) 
Patrick  D.  Kenan,  MD  (OTO)  (2003) 

804  Anderson  St.,  Durham  27706  (E-mail:  kenan002@mc.duke.edu) 
Johnson  H.  Kelly  MD  (U)(2000) 

1001  N.  Washington  St.,  Shelby  28150  (E-mail:  jkelly@shelbynet) 
Ricky  L.  Langley  MD  (IM/OM)(2002) 

1506  Miles  Chapel  Rd.,  Mebane  27302 
Ronald  B.  Mack,  MD  (PD)(2002) 

2516  Woodberry  Dr.,  Wmston-Salem  27106 

(E-mail:  rmack@wfubmc.edu) 
William  G.  Porter,  MD  (IM/HEM)(2002) 

2026  Dartmouth  PL,  Charlotte  28207-2861 

(E-mail:  wgporter@mindspring.com) 
Mary  J.  Raab,  MD  (ON/HEM)(2000) 

Brody  School  of  Medicine,  Department  of  Medicine, 

Greenville  27858-4354 


EX  OFFICIO: 

Cynthia  A.  Hampton,  MD  (OPH)(Ex  Officio,  Chair, 
Communiations  Committee) 
451  Ruin  Creek  Rd.,  Ste.  204,  Henderson  27536 
(E-mail:  whampton@gloryroad.net) 
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BOARDS  AND  COMMISSIONS 


NORTH  CAROLINA  MEDICAL  SOCIETY 

FOUNDATION,  INC. 

(919-833-3836) 

1999-2000  OFFICERS: 

President Henry  J.  Carr,  Jr.,  MD 

Vice-President H.  David  Bruton,  MD 

Secretary Constance  N.  Parker 

Treasurer Lawrence  M.  Cutchin,  MD 

Assistant  Secretary  &  Assistant  Treasurer Pamela  P.  Highsmith 

Chief  Executive  Officer Robert  W.  Seligson 

BOARD  OF  TRUSTEES: 

Virginia  W.  Adams,  RN,  PhD  Thomas  G.  Irons,  MD 

P.  William  Aycock,  MD  A.  Dale  Jenkins 

James  D.  Bernstein  Elizabeth  P.  Kanof,  MD 

James  B.  Black,  HI  F.  Maxton  Mauney,  Jr.,  MD 

Michael  W.  Brennan,  MD  Assad  Meymandi,  MD 

Richard  F.  Bruch,  MD  Edwin  W.  Monroe,  MD 

H.  David  Bruton,  MD  Charles  B.  Neely,  Jr. 

Henry  J.  Carr,  Jr.,  MD  Constance  N.  Parker 

Don  C.  Chaplin,  MD  Carl  K.  Rust,  II,  MD 

Lawrence  M.  Cutchin,  MD  Charles  K.  Scott,  MD 

E.  Harvey  Estes,  Jr.,  MD  Robert  W.  Seligson 

John  A.  Fagg,  MD  M.  Frank  Sohmer,  Jr.,  MD 

Ann  Paris  Thaddeus  B.  Wester,  MD 

Charles  L.  Garrett,  Jr.,  MD  Darlene  C.  Young 


NORTH  CAROLINA 
PHYSICL^NS  HEALTH  PROGRAM 

(919-881-0585) 

Michael  W.  Wilkerson,  MD Medical  Director 

Warren  Pendergast,  MD Associate  Medical  Director 

Kim  McCallie Executive  Assistant 

Carsten  Thuesen Senior  Field  Coordinator 

Paul  Peterson Field  Coordinator 

Daniel  Mattingly,  PA-C Field  Coordinator 

Charlene  Hockstra Receptionist/Secretary 

NCPHP  Board  of  Directors 

NCMS  NC  ACADEMY  OF  PHYSICIAN 

George  Hall,  MD,  Chair  (2000)  ASSISTANTS 

CaA  Hoffinan,  MD,  Vice-Chair  (2002)  Rhonda  Feldman,  PA-C  (2002) 

William  Bullock,  MD  (2001) 

Philip  Hillsman,  MD  (2000)  FINANCE 

Bruce  B.Blackmon,  MD  (2001)  '^""^'^  ^-  ^"^  '^OOl) 

NC  MEDICAL  BOARD  ALLIANCE 

Kenneth  Chambers,  MD  (2002)  ^'^  ^°™^  ^^OOl) 

John  T.  Dees,  MD  (2001)  MEDICAL  SCHOOL 

Hector  H.  Henry,  MD  (2002)  ^^^^  p^^,^^^^  ^^^  (2001) 

NC  HOSPITAL  ASSOCIATION         INSURANCE 

Chris  Durrer,  CEO  (2002)  sh^g^  Musselman  (200 1 ) 

Susan  H.  Fitzgibbon,  President  (2001) 


NORTH  CAROLINA 
MEDICAL  SOCIETY  ALLIANCE 

President Peggy  Hurt  Qoe) 

President-Elect Rachel  Pace  (John) 

Treasurer Mary  Rendleman  (David) 

Assistant  Treasurer Gay  Bowman  (William) 

Recording  Secretary Maya  Shenoy  (Vittal) 

2"''  Year  Director Pam  Morayati  (Sam) 

3"*  Year  Director Ann  Siva  (Sivalingam) 

VP-Administration John  A.  Lovin  (Vickie) 

VP-Health  Affairs Connie  Chen  (William) 

VP-Membership Susan  Hammer  (Douglas) 

VP-Program  Extension Linda-Lee  Hanrahan  (L.Robert) 

Executive  Director Sibyl  Pedzwater 


27 


NORTH  CAROLINA  SPECIALITY  SOCIETIES 


NORTH  CAROLINA  SOCIETY  OF  ANESTHESIOLOGISTS 
PRESIDENT: Robert  E.  Seymour,  III,  MD,  1001  Olive 

Chapel  Road,  Apex,  NC  27502   919- 

387-1249 
PRESIDENT-ELECT Paul  A.  Vadnais,  MD,  3507  Evermoore 

Court,  Charlotte,  NC  28226   704-541- 

9775 
SECRETARY-TREASURER: Frank  H.  Moretz,  MD,  445  Biltmore 

Drive,  Asheville.NC  28801    858-254- 

1969 
EXECUTIVE  DIRECTOR: William  N.  Hilliard,  Jr.,  PO  Box  6524, 

Raleigh,  NC  27628   919-787-5859 

OFFICERS  TERM: 1  year;  begins  on  January  1,  2000 

MONTH  ELECTED: September  1999 

NUMBER  OF  MEMBERS: 550 

ANNUAL  MEETING: September  15-17, 2000  Kingston 

Plantation,  Myrtle  Beach,  SC 
NATIONAL  HEADQUARTERS: ..  American  Society  of  Anesthesiologists, 

520  N.  Northwest  Highway,  Park  Ridge, 

IL  60068-2573  847-825-5586 


NORTH  CAROLINA  COUNCIL 

OF  CHILD  &  ADOLESCENT  PSYCHIATRY 

PRESIDENT: Fergus  Pope,  MD,  472  Grindstaff  Road, 

BurnsviUe.NC  28714   828-675-9372 
PRESIDENT-ELECT: Arthur  Kelley,  MD,  Department  of 

Psychiatry,  WFU  School  of  Medicine, 

Winston-Salem,  NC  336-716-2240 
SECRETARY-TREASURER: Ritz  Ray,  MD,  3024  Lyndhurst  Avenue, 

Winston-Salem,  NC  27103   336-768- 

3680 

OFFICERS'  TERM 2  years 

MONTH/YEAR  ELECTED: October  1997 

NUMBER  OF  MEMBERS: 170 

ANNUAL  MEETING October  28-31, 1999  AsheviUe,  NC  (in 

conjunction  with  NC  Psychiatric 

Association) 
NATIONAL  HEADQUARTERS: ..  Amerian  Academy  of  Child  & 

Adolescent  Psychiatry,  3615  Wisconsin 

Ave.  NW,  Washington,  DC  20016-3007 

202-966-7300 


NORTH  CAROLINA  SOCIETY 
OF  ASTHMA,  ALLERGY  AND  CLINICAL  IMMUNOLOGY 
PRESIDENT: Joseph!  Inglefield,  III,  MD,  1206 

Fairgrove  Church  Road,  Hickory,  NC 

28602  828-465-7248 
VICE-PRESIDENT David  A.  Brown,  MD,  390  S.  French 

Broad  Ave.,  Asheville.NC  28801    828- 

254-5366 
SECRETARY-TREASURER: Craig  LaForce,  MD,  4301  Lake  Boone 

Tr.,  Suite  309,  Raleigh,  NC  27607   919- 

787-5995 

OFFICERS  TERM: 4  years 

MONTH  ELECTED: October  1998 

NUMBER  OF  MEMBERS: 43 

ANNUAL  MEETING: Duke  University/Dee  Symposium,  every 

other  year. 
NATIONAL  HEADQUARTERS: ..  American  College  of  Allergy,  Asthma,  & 

Immunology,  85  West  Algonquin  Road, 

Suite  550,  Arlington  Heights,  IL   847- 

427-1200 


NORTH  CAROLINA  CHAPTER, 
AMERICAN  COLLEGE  OF  CARDIOLOGY 

PRESIDENT: Robert  Jones,  MD,  Duke  University 

Medical  Center,  Durham,  NC  27710 

PRESIDENT-ELECT: 

SECRETARY-TREASURER: Joseph  Babb,  MD,  BrodySch.  of  Med., 

PCMH,  Rm.  352,  Greenville,  NC 
27858  252-816-5887 

EXECUTIVE  DIRECTOR: Holly  Rice,  4101  Lake  Boone  Trail,  Suite 

201,  Raleigh,  NC  27607  919-787-5181 

OFFICERS  TERM: 3  years 

MONTH  ELECTED: October  1998 

NUMBER  OF  MEMBERS: 375 

ANNUAL  MEETING  DATE: October  6-8, 2000,  Myrde  Beach,  SC 

NATIONAL  HEADQUARTERS: ..  American  College  of  Cardiology,  9111 

Old  Georgetown  Road,  Bediesda,  MD 
20814    301-897-5400 


AMERICAN  ASSOCIATION 
OF  CLINICAL  ENDOCRINOLOGISTS,  CAROLINAS  CHAPTER 
PRESIDENT: T  Kenney  Gray,  MD,  9279A  Medical 

Plaza  Drive,  Charleston,  SC  294 1 8    804- 

863-0088 
VICE  PRESIDENT: Mark  L  Warren,  MD,  620  S.  Memorial 

Drive,  Greenville,  NC  27834   252-752- 

6101 
SECRETARY-TREASURER: J.  Robert  Brennan,  MD,  2750  Laurel 

Street,  Suite  206,  Columbia,  SC  29204 

803-256-3534 
EXECUTIVE  DIRECTOR: W  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS'  TERM: 2  years 

MONTH/YEAR  ELECTED: September  1998 

NUMBER  OF  MEMBERS: 84 

ANNUAL  MEETING: September  8-10,  2000,  Kiawah  Island 

Resort,  Kiawah  Island,  SC 
NATIONAL  HEADQUARTERS: ..  American  Association  of  Clinical 

Endocrinologists,  1000  Riverside  Ave., 

Ste.  205,  Jacksonville,  FL  32204   904- 

353-7878 
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NORTH  CAROLINA  SPECIALITY  SOCIETIES 


NORTH  CAROLINA  DERMATOLOGY  ASSOCIATION 
PRESIDENT: ZoeD.  Draelos,MD,  115-BGatewood 

Avenue,  High  Point,  NC  27262   336- 

841-2040  ^ 
PRESIDENT-ELECT: Donald  D.  Fraser,  MD,  1901  Brunswick 

Ave.,  Ste.  240,  Charlotte,  NC  28207 

704-377-3299 
SECRETARY-TREASURER: Laura  L.  Crow,  MD,  2704  St.  Jude 

Street,  Greensboro,  NC  27405     336- 

228-5033 
EXECUTIVE  DIRECTOR: W  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611   919-833-3836 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: 11/99 

NUMBER  OF  MEMBERS: 180 

ANNUAL  MEETING: November  1 1,  2000,  Grandover  Resort, 

Greensboro,  NC 
WINTER  PROGRAM Januar)'  14-16,  2000,  Holiday  Inn 

Sunspree,  WrightsviUe  Beach,  NC 
NATIONAL  HEADQUARTERS: ..  American  Aademy  of  Dermatology,  PO 

Box  4014,  Schaumburg,  IL  60168-4014 

847-330-0230 


NORTH  CAROLINA  COLLEGE  OF  EMERGENCY  PHYSICL\NS 
PRESIDENT Greg  Mears,  MD,  4314  Klein  Drive, 

Durham,  NC  27705   919-966-5643 
PRESIDENT-ELECT Maryanne  W.  Lindsay,  MD,  105 

Arboretum  Ct.,  LewisviUe,  NC  27023 

336-778-2741 
SECRETARY-TREASURER: Charles  Brown,  MD,  Brody  Sch.  of 

Med.,  600  Moye  Blvd.,  Greenville,  NC 

27858  252-816-4184 
EXECUTIVE  DIRECTOR: Holly  Rice,  4101  Lake  Boone  Trail,  Suite 

201,  Raleigh,  NC  27607  919-787-5181 
OFFICERS  TERM: President  1  year;  Secretary-Treasurer  2 

years 

MONTH  ELECTED: September  27, 1999 

NUMBER  OF  MEMBERS: 535 

ANNUAL  MEETING: June  2-4,  2000,  WrightsviUe  Beach,  NC 

NATIONAL  HEADQUARTERS: ..  American  College  of  Emergency 

Physicians,  PO  Box  61991 1,  Dallas,  TX 

75261-9911   214-550-0911 


NORTH  CAROLINA  SOCIETY  OF  EYE  PFTYSICLWS  &  SURGEONS 
PRESIDENT: Cynthia  A.  Hampton,  MD,  Four  County 

Eye  Associates,  1921  Ruin  Creek  Road, 

Ste.  204,  Henderson,  NC  27536  252- 

492-8021 
PRESIDENT-ELECT Christopher  R  Fleming,  MD,  Western 

Wake  Eye  Center,  400  Asheville  Ave.,  Ste. 

300,  Gary,  NC  2751 1-6659  919-233- 

2020 
VICE-PRESIDENT David  D.  Markoff,  MD,  486  Hospital 

Drive,  Clyde,  NC  28721    828-452-5816 
SECRETARY-TREASURER: James  H.  Antoszyk,  MD,  Charlotte 

EENTAssocs.,  l600East3"'St., 

Charlotte.NC  28204   704-358-4135 
EXECUTFVE  DIRECTOR: W.  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS  TERM: 1  year,  take  office  in  January 

MONTH  ELECTED: September  1999 

NUMBER  OF  MEMBERS: 300 

ANNUAL  MEETING: June  22-25,  2000,  Westin  Resort,  Hilton 

Head  Island,  SC 
NATIONAL  HEADQUARTERS: ..  American  Academy  of  Ophthalmology, 

PO  Box  7424,  San  Francisco,  CA  94120- 

7424  415-561-8500     www.eyenet.org 


NORTH  CAROLINA  ACADEMY  OF  FAMILY  PHYSICLWS 
PRESIDENT L  Allen  Dobson,  MD,  PO  Box  1058, 

Mt.  Pleasant,  NC  28124   704-436-6521 
PRESIDENT-ELECT Edward  S.  Campbell,  MD,  396 

Williamson  Rd.,  MooresviUe,  NC  281 15- 

5935  704-664-7328 

VICE-PRESIDENT 

SECRETARY-TREASURER: Karen  L.  Smith,  MD,  FirstHealth  of  the 

Carolinas,  400  Teal  Drive,  Raeford,  NC 

28376  910-904-2350 
EXECUTFVE  VICE-PRESIDENT  Sue  L.  Makey,  CA£,  PO  Box  10278, 

Raleigh,  NC'27605   919-833-2110 

800-872-9482  (in  NC) 

OFFICERS  TERM: 1  year ;  3  years  for  Secretary-Treasurer 

MONTH  ELECTED: December  1998 

NUMBER  OF  MEMBERS: 2249 

ANNUAL  MEETING: December  1-5,  1999,  Grove  Park  Inn, 

Asheville,  NC 
NATIONAL  HEADQUARTERS: ..  American  Academy  of  Family  Physicians, 

8880  Ward  Parkway,  Kansas  City,  MO 

64114-2797  800-274-2237 
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NORTH  CAROLINA  SPECIALITY  SOCIETIES 


NORTH  CAROLINA  INFECTIOUS  DISEASE  SOCIETY  OF  AMERICA 

PRESIDENT Harry  A.  Gallis,  MD,  PO  Box  32861, 

Charlotte,  NC  28232-2861    704-355- 
6650 

PRESIDENT-ELECT Christopher  Ingram,  MD,  2800  Blue 

Ridge  Road  #219,  Raleigh,  NC  27607 
919-571-1567 

SECRETARY-TREASURER: Dennis  A.  Clemets,  MD,  DUMC-Dept. 

of  Pediatrics,  PO  Box  3675,  Durham, 
NC  27710   919-477-4297 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: October  1998 

NUMBER  OF  MEMBERS: 117 

ANNUAL  MEETING: April,  2000 

NATIONAL  HEADQUARTERS: ..  IDSA,  99  Canal  Center  Plaza,  Ste.  210, 

Alexandria,  VA  Ph:  703-299-0200/Fax: 
703-299-0204/Email:info@idsociety.org/ 
Home  page:  http://www,idsocietyorg 


NORTH  CAROLINA  COLLEGE  OF  INTERNAL  MEDICINE 
PRESIDENT LindseyE.  deGuehery,  MD,  1812 

Glendale  Drive,  Wilson,  NC  27893 

252-291-5864 
PRESIDENT-ELECT Kevin  R  High,  MD,  WFUSOM,  Dept. 

of  Medicine,  Medical  Center  Blvd., 

Winston-Salem,  NC  27157-1042 

336-716-4584 
GOVERNOR: James  A,  Bryan,  11,  MD,  UNC, 

CB#7110-Dept.  of  Medicine,  Chapel 

Hill,  NC  27599-71 10  919-966-2268 
SECRETARY-TREASURER: Timothy  S.  Carey,  MD,  UNC  School  of 

Med,  CB#7110-Dept.  of  Medidne,  Chapel 

Hill,  NC  27599-7110  919-966-2276 
EXECUTIVE-DIRECTOR: William  N.  Hilliard,  Jr,  PO  Box  6524, 

Raleigh,  NC  27628   919-787-5859 

OFFICERS  TERM: 11  year 

MONTH  ELECTED: February  1999 

NUMBER  OF  MEMBERS: 1700 

ANNUAL  MEETING: February  18-19,  1999,  Washington  Duke 

Inn,  Durham,  NC 
NATIONAL  HEADQUARTERS: ..  ACP-ASIM,  Independence  Mall  West, 

Sixth  Street  at  Race,  Philadelphia,  PA 

19106-1572 


NORTH  CAROLINA  NEUROLOGICAL  SOCIETY 
PRESIDENT Michael  H.  Bowman,  MD,  4207  Lake 

Boone  Tr.,  Ste.  200,  Raleigh,  NC  27607- 

6520  919-782-3456 

PRESIDENT-ELECT NONE 

SECRETARY/TREASURER: William  H.  Hickling,  MD,  1910  N. 

Church  Street,  Greensboro,  NC  27405 

336-273-2511 
EXECUTFVE  DIRECTOR: W.  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: November  1998 

NUMBER  OF  MEMBERS: 235 

ANNUAL  MEETING: November  4,  2000 

NATIONAL  HEADQUARTERS: ..  American  Academy  of  Neurology,  2221 

University  Avenue,  SE,  Suite  335, 

Minneapolis,  MN  55414  612-695-1940 


NORTH  CAROLINA NEUROSURGICALSOCIETY 

PRESIDENT: C.  Scon  McLanahan,  MD,  CaroHna 

Neurosurg  &  Spine  Assocs.,  1010 
Edgehill  Rd.,  North,  Charlotte,  NC 
28207-1885  704-376-1605 

SECRETARY-TREASURER: Bruce  Kihlstrom,  MD,  Durham  Qinic, 

PO  Box  15149,  Durham,  NC  27704 
919-479-4100 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: November  1999 

NUMBER  OF  MEMBERS: 80+ 

NATIONAL  HEADQUARTERS: ..  American  Association  of  Neurological 

Surgeons,  22  South  Washington  Street, 
Park  Ridge,  IL  60068 
708-692-9500 


NORTH  CAROLINA 
OBSTETRICAL  AND  GYNECOLOGICAL  SOCIETY 

PRESIDENT Frank  N.H.  Harrison,  MD,  Carolinas 

Medical  Center,  Dept.  of  OB/GYN, 
Charlotte,  NC  28232  704-355-3153 

PRESIDENT-ELECT H.  Alexander  Easley  111,  JD.,  MD, 

Greenville  OB/GYN,  101  Bethesda 
Drive,  Greenville,  NC  27834 
252-758-4181 

SECRETARY-TREASURER: Brenda  S.  Peacock,  MD,  Washington 

Women's  Clinic,  614  East  12*  St.., 
Washington,  NC  27889  252-946-6544 

EXECUTIVE  DIRECTOR: W  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS  TERM: 1  year;  3  years  for  Secretary-Treasurer 

MONTH  ELECTED: May  1999 

NUMBER  OF  MEMBERS: 490 

ANNUAL  MEETING: March  31-April  2,  2000,  Kingston 

Plantation,  Myrde  Beach,  SC 

NATIONAL  HEADQUARTERS: ..  American  College  of  Obstetricians  and 

Gynecologists,  409  12th  St.,  SW, 
Washington,  DC  20024   202-638-5577 


CAROLINAS  OCCUPATIONAL  AND  ENVIRONMENTAL 
MEDICAL  ASSOCLATION 

PRESIDENT Michael  Alday  MD,  Regional  Center  for 

Occupational  Medicine,  101  East  Wood 
Street,  Spartanburg,  SC  29303 

PRESIDENT-ELECT 

SECRETARY-TREASURER: Alex  Sanchez,  MD.  251  Duck  Loop, 

MooresviUe,  NC  28 1 1 7  704-342-823 1 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: September  1999 

NUMBER  OF  MEMBERS: 200 

ANNUAL  MEETING: September 

NATIONAL  HEADQUARTERS: ..  American  College  of  Occupational  & 

Environmental  Medicine,  55  West 
Seegers  Road,  Arhngton  Heights,  IL 
60005    847-228-6851 
www.acoem.org 
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NORTH  CAROLINA  ONCOLOGY  SOCIETY 
PRESIDENT: Joseph  R.  Halperin,  MD,  Regional  Cancer 

Center,  1200  North  Elm  Street, 

Greensboro,  NC  27401    336-574-8276 
PRESIDENT-ELECT Eric  J.  Neijstrom,  MD,  301  E,  Wendover 

Avenue,  Ste.  300,  Greensboro,  NC  27401 

336-272-2141 
SECRETARY-TREASURER: Keith  A.  Ayrons,  MD,  2563  Pembroke 

Road,  Gastonia,  NC  28054   704-865- 

5210 
EXECUTIVE  DIRECTOR: CarolT.  Russell,  PC  Box  33226,  Raleigh, 

NC  27636-3226  919-467-3818 

OFFICERS'  TERM: 2  years 

MONTHATAR  ELECTED: October  1999 

NUMBER  OF  MEMBERS: 125 

NEXT  ANNUAL  MEETING: To  be  decided. 

NATIONAL  HEADQUARTERS: ..  American  Society  of  Clinical  Oncology, 

225  Reinekers  Lane,  Alexandria,  VA 

22314  703-299-1050 


NORTH  CAROLINA  ORTHOPAEDIC  ASSOCL\TION 
PRESIDENT: Donald  K.  Bynum,  MD,  UNC,  Dept.  of 

Orthopaedics,  250  Burnett- Womack, 

229H,  Chapel  Hill,  NC  27599  919-966- 

9079 
PRESIDENT-ELECT Stephen  P  Montgomery,  MD,  PO  Box 

10707,  Raleigh,  NC  27605   919-781- 

5600 
VICE-PRESIDENT James  E  Kellam,  MD,  CMC,  Box  32861, 

Charlone,  NC  28232   704-355-6046 
SECRETARY-TREASURER: Robert  T  Wyker,  MD,  PO  Box  10707, 

Raleigh,  NC  27605   919-781-5600 
RECORDING  SECRETARY: Lowell  H.  Gill,  MD,  1001  Blythe  Blvd., 

Ste.  200,  Charlotte,  NC  28203   704- 

373-2023 
EXECUTIVE  DIRECTOR: CarolT  Russell,  PO  Box 33226,  Raleigh, 

NC  27636-3226  919-467-3818 

OFFICERS  TERM: 1  year;  secretary-treasurer  3  years 

MONTH  ELECTED: October  1999 

NUMBER  OF  MEMBERS: 385 

ANNUAL  MEETING: October  5-8,  2000,  Grove  Park  Inn, 

Asheville,  NC 
NATIONAL  HEADQUARTERS: ..  American  Academy  of  Orthopaedic 

Surgeons,  6300  North  River  Road, 

Rosemont,  IL  600 1 8   847-384-4333 


NORTH  CAROLINA  OSTEOPATHIC  MEDICAL  ASSOCIATION 
PRESIDENT: Margaret  Nusbaum,  DO,  MPH,  204 

Parkside  Cir.,  Chapel  Hill,  NC  27516 

919-966-4612 
PRESIDENT-ELECT M.  Jay  Petruska,  DO,  1264  Fenwick  Hall 

Ct.,  Gastonia,  NC  28056  704-825- 

4750 
SECRETARY-TREASURER: Kevin  Tebrugge,  DO,  1 1 0  Jefferson,  Ste. 

102,  N.  Wilkesboro,  NC    336-903- 

1445 
EXECUTFVE  DIRECTOR: Amy  G.  Williford,  152  Haywood  Knolls 

Drive,  Hendersonville,  NC  28791    828- 

698-4348;  fax  828-698-4348; 

bawilli@bellsouth.net 

OFFICERS  TERM: 9/99-9/2000 

MONTH/YEAR  ELECTED: September  1999 

NUMBER  OF  MEMBERS: 70 

ANNUAL  MEETING: September  1,  2000  (Every  labor  Day 

weekend) 
NATIONAL  HEADQUARTERS: ..  American  Osteopathic  Association,  142 

E.  Ontario  St.,  Chicago,  IL  6061 1 

800-621-1773 


NORTH  CAROLINA  SOCIETY 

OF  OTOLARYNGOLOGY  AND  HEAD  &  NECK  SURGERY 

PRESIDENT Peter  G.  Chikes,  MD,  200  Medical  Park 

Dr.,  Ste.  320,  Concord,  NC  28025 

704-782-2166 
PRESIDENT-ELECT William  W.  Shockley,  MD,  UNC,  CB# 

7070,  610  Burnett-Womack  Bldg., 

Chapel  Hill,  NC  27599-7070  919-966- 

3342 
VICE-PRESIDENT Marcus  S.  Albernaz,  MD,  #8  Doctors 

Park,  PO  Box  5007,  Greenville,  NC 

27835-5007  252-752-5227 
SECRETARY-TREASURER: Kim  Jones,  MD,  110  S.  Estes  Drive, 

Chapel  Hill,  NC  27514   919-942-7278 
EXECUTIVE  DIRECTOR: W.  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: July  1999 

NUMBER  OF  MEMBERS: 210 

ANNUAL  MEETING: July  27-30,  2000  Grove  Park  Inn,  NC 

NATIONAL  HEADQUARTERS: ..  American  Aademy  of  Otolaryngology  - 

Head  &  Neck  Surgery,  One  Prince  Street, 

Alexandria,  VA  22314  703-836-4444 
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NORTH  CAROLINA  SOCIETY  OFPATHOLOGISTS 
PRESIDENT: Paula  Szvpko,  MD,  PC  Box  5001,  High 

Point,  NC  27262   336-884-6064 
PRESIDENT-ELECT Edward  H,  Lipford,  MD,  Carolinas 

Medical  Center,  Dept.  of  Pathology,  PC 

Box  32861,  Charlotte,  NC  28232   704- 

355-3467 
VICE-PRESIDENT; Keith  V.  Nance,  MD,  Rex  Hosp.  Dept. 

of  Pathology,  4420  Lake  Boone  Tr., 

Raleigh,  NC  27607-7505  919- 

784-3286 
SECRETARY-TREASURER: D.  Emerson  Scarborough,  MD,  PO  Box 

19864,  Raleigh,  NC  27619  919-250- 

8260 
EXECUTIVE  DIRECTOR: W.  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611    919-833-3836 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: November,  1999 

NUMBER  OF  MEMBERS: 217 

ANNUAL  MEETING: November  11,  2000,  Grandover  Resort, 

Greensboro,  NC 
NATIONAL  HEADQUARTERS: ..  College  of  American  Padiologists,  325 

Waukegan  Road,  Northfield,  IL  60093- 

2750   847-832-7000 

NORTH  CAROLINA  PEDIATRIC  SOCIETY 
PRESIDENT: Jane  M.  Foy,  MD,  Dept.  of  Pediatrics, 

WFUSM,  Medical  Center  Blvd., 

Winston-Salem,  NC  27157   336-727- 

8105 
VICE-PRESIDENT: William  C.  Hubbard,  MD,  4905 

Professional  Court,  Raleigh,  NC  27609- 

4968  919-872-0250 
SECRETARY: Ave  Maria  Lachiewicz,  MD,  DUMC, 

Box  3364,  Durham,  NC  27710   919- 

684-5513 
TREASURER: Henry  C.  Hawthorne,  Jr.,  MD,  1920 

South  16*  Street,  Wilmington,  NC 

28401  910-763-2072 
EXECUTIVE  DIRECTOR: Steven  E.  Shore,  MSW  1303  Annapolis 

Drive,  Raleigh,  NC   919-852-1156 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: September  1998 

NUMBER  OF  MEMBERS: 1100 

ANNUAL  MEETING: September  20-24, 2000,  Kingston 

Plantation,  Myrde  Beach,  SC 
NATIONAL  HEADQUARTERS: ..  American  Academy  of  Pediatrics,  141 

Northwest  Point  Blvd.,  PO  Box  927,  Elk 

Grove  Village,  IL  60009  800-433-9016 


NORTH  CAROLINA  SOCIETY 
OF  PHYSICAL  MEDICINE  AND  REHABIUTmON 

PRESDENT: James!  McDeavitt,  MD,  Charlotte 

Insutute  of  Rehab,  1 100  BIydie  Avenue, 
Charlone,  NC  28203   704-355-6100 

VICE-PRESIDENT  & 

PRESIDENT-ELECT 

SECRETARY-TREASURER: Dan  Moore,  MD,  Regional  Rehabilita- 
tion Center,  2100  Stantonsburg  Rd., 
Greenville,  NC  27858   252-816-4440 

OFFICERS'  TERM: 2  Years 

MONTHA^R  ELECTED: May  1997 

NUMBER  OF  MEMBERS: 54 

NEXT  ANNUAL  MEETING: Spring  1999 

NATIONAL  HEADQUARTERS: ..  Amerian  Aademy  of  Physical  Medicine 

&  Rehabilitation,  122  S.  Michigan  Ave., 
Ste.  1300,  Chicago,  IL  60603-6107 
312-922-9366 


NORTH  CAROLINA  SOCIETY 
OF  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

PRESIDENT: L.  Scott  Levin,  MD,  DUMC,  Box  3945, 

Durham,  NC  27710   919-681-5079 

PRESIDENT-ELECT: W.  Byron  Barber,  MD,  300  W 

Northwood  Street,  Greensboro,  NC 
27401   336-275-0910 

SECRETARY: Kenneth  S.  White,  MD,  2305 

Canterwood  Drive,  Wilmington,  NC 
28401   910-343-0119 

TREASURER: Damon  P  Anagnos,  MD,  184  Medical 

School  Wing  D,CB#7195,UNC, 
Chapel  Hill,  NC  27599-7195  919-966- 
4446 

OFFICERS  TERM: 1  year  for  President  &  President-Elect;  2 

years  for  Secretary  &  Treasurer 

MONTH  ELECTED: November  1999 

NUMBER  OF  MEMBERS: 75 

ANNUAL  MEETING: November  11,  2000 

NATIONAL  HEADQUARTERS: ..  American  Society  of  Plastic  and 

Reconstructive  Surgery,  444  East 
Algonquin  Road,  Arlington  Heights,  IL 
60005  847-228-9900 


NORTH  CAROLINA  ACADEMY  OF  PREVENTIVE  MEDICINE 

PRESIDENT: Desmond  K.  Runyan,  MD,  Department 

of  Social  Medicine,  UNC-CH, 
CB#7240,  Chapel  Hill,  NC  27599-7240 
919-962-1136 
NUMBER  OF  MEMBERS: 54 
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NORTH  CAROLINA  PSYCHIATRIC  ASSOCIATION 
PRESIDENT: John  G.  Wagnitz,  MD,  PC  Box  9,  West 

End,  NC  27376-9142   910-673-9111 
PRESIDENT-ELECT Ervin  M.  Thompson,  MD,  501 

Billingsley  Road,  Charlotte,  NC  2821 1 

704-358-2822 
VICE-PRESIDENT Kathleen  Seibel,  MD,  3010  FaistaiF 

Road,  Raleigh,  NC  27610 
SECRETARY: W.  Randolph  Grigg,  MD,  859 

Washington  Street,  Raleigh,  NC  27608 

919-828-9937 
TREASURER: Michael  N.  Zarzar,  MD,  571 1  Six  Forks 

Road,  Raleigh,  NC  27609   919-845- 

1555 
EXECUTIVE  DIRECTOR: Katherine  R  Htix,  4917  Waters  Edge 

Drive,  Suite  250,  Raleigh,  NC  27606 

919-859-3370  or  919-851-0067 
OFFICERS  TERM: president,  president-elect  &  vice- 
president  1  year;  secretary  &  treasurer  2 

years  -  officers  change  in  May  each  year. 
MONTH  OFFICERS  ELECTED: .  May  2000 

NUMBER  OF  MEMBERS: 850 

ANNUAL  MEETING  DATE: September  14-17,  2000,  Charleston,  SC 

NATIONAL  HEADQUARTERS: ..  American  Psychiatric  Association,  1400  K 

Street,  NW,  Washington,  DC  20005 

202-682-6000 
OFFICERS  AS  OF  MAY  1,2000 
PRESIDENT Ervin  M.  Thompson,  MD,  501 

Billingsley  Road,  Charlotte,  NC  2821 1 

704-358-2822 
PRESIDENT-ELECT David  Ames,  MD,  203  Governmem  Cr., 

Greenville,  NC  27834   252-413-1811 
VICE-PRESIDENT L.  Jarrett  Barnhill,  MD,  Dept.  of 

Psychiatry,  CB#  7160,  UNC  School  of 

Medicine,  Chapel  Hill,  NC  27599-7160 

919-966-4805 
SECRETARY: KadJeen  Seibel,  MD,  3010  Falstafif 

Road,  Raleigh,  NC  27610   919-250- 

3105 
TREASURER: Michael  N.  Zarzar,  MD,  571 1  Six  Forks 

Road,  Raleigh,  NC  27609   919-845- 

1555 
EXECUTIVE  DIRECTOR: Katherine  R  Hux,  4917  Waters  Edge 

Drive,  Suite  250,  Raleigh,  NC  27606 

919-859-3370  or  919-851-0067 


NORTH  CAROLINA  CHAPTER, 
AMERICAN  COLLEGE  OF  RADIOLOGY 
PRESIDENT Christopher  G.  Ullrich,  MD,  Charlotte 

Radiology,  PA,  3030  Latrobe  Drive, 

Charlotte,  NC  28211    704-362-1945 
PRESIDENT-ELECT Raul  S.  delaVega,  MD,  2936  Grampion 

Way,  Gastonia,  NC  28054   704-864- 

4378 
VICE-PRESIDENT George  A.  Binder,  MD,  401  Lakeshore 

Drive,  Fayetteville,  NC  28305   910- 

323-2012 
SECRETARY-TREASURER: Dale  R.  Shaw,  MD,  Charlotte  Radiology, 

RA,  3030  Latrobe  Drive,  Charlotte,  NC 

28211   704-362-1945 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: April  1999 

NUMBER  OF  MEMBERS: 640 

ANNUAL  MEETING  DATE: May  5-7,  2000,  Raleigh,  NC 

NATIONAL  HEADQUARTERS: ..  American  College  of  Radiology,  1891 

Preston  White  Drive,  Reston,  VA  22091 

800-227-5463 


NORTH  CAROLINA  SPINE  SOCIETY 
PRESIDENT Bruce  V  Darden,  11,  MD,  Charlotte 

Spine  Center,  2001  Randolph  Road, 

Charlotte,  NC  28207   704-339-1386 
PRESIDENT-ELECT JoeT  Minchew,  MD,  UNC  Dept.  of 

Ordiopaedics,  CB#7055,  Burnett- 

Womack  Bldg.,  Chapel  Hill  27599-7055 

919-966-5036 
VICE-PRESIDENT Stewart  J.  Barley  MD,  129  McDowell 

Street,  Asheville,NC  28801   704-258- 

8800 
SECRETARY-TREASURER: Timothy  W  McGowen,  MD,  RO  Box 

25007,  Wmston-Salem,  NC  27114 

336-768-1270 
EXECUTIVE  DIRECTOR: Carol  T  Russell,  PC  Box  33226,  Raleigh, 

NC  27636  919-467-3818 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: June  1999 

NUMBER  OF  MEMBERS: 100 

ANNUAL  MEETING May  5-7,  2000,  Grandover,  Greensboro, 

NC 
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NORTH  CAROLINA  CHAPTER, 
AMERICAN  COLLEGEOFSURGEONS 

PRESIDENT RoUin  S.  Burhans,  MD,  PC  Box  15698, 

Durham,  NC  27704   9 1 9-479-4400 

PRESIDENT-ELECT A.  Robert  Cordell,  MD,  WFUSM,  Dept. 

of  Surgery,  Medical  Center  Blvd., 
Winston-Salem  27 1 57  336-7 1 6-4672 

VICE-PRESIDENT Matthew  B.  Martin,  MD,  1002  N. 

Church  St.,  Ste.  102,  Greensboro,  NC 
27401   336-387-8121 

SECRETARY-TREASURER: C.  Stephen  Powell,  MD,  Dept.  of 

Surgery,  Brody  School  of  Medicine, 
RCMH  Room  240,  Greenville,  NC 
27858   252-846-8667 

EXEC.  SECETARY-TREASURER:  Carol  T  Russell,  PC  Box  33226,  Raleigh, 

NC  27636-3226  919-467-3818 

OFFICERS  TERM: 1  year;  3  years  for  secretary-treasurer 

MONTH  ELECTED: July  1999 

NUMBER  OF  MEMBERS: 650  active  members 

ANNUAL  MEETING: July  6-9,  2000,  Kingston  Plantation, 

Myrtle  Beach,  SC 

NATIONAL  HEADQUARTERS: ..  American  College  of  Surgeons,  633  N. 

St.  Clair  St.,  Chicago,  IL  60611    312- 
202-5000 


NORTH  CAROLINA  SURGICAL  ASSOCL\TION 
PRESIDENT Gerry  Hartzog,  MD,  2800  Blue  Ridge 

Rd.,  Ste.  50,  PC  Box  32090,  Raleigh, 

NC  27607  919-781-0710 
PRESIDENT-ELECT Richard  Larson,  MD,  905  Johns  Hopkins 

Drive,  Greenville,  NC  27834   252-758- 

1747 
SECRETARY-TREASURER: Richard  W.  Zollinger,  II,  MD,  300 

Billingsley  Rd.,  Ste.  103,  Charlotte,  NC 

28211   704-372-1306 
OFFICERS  TERM: 1  year  (Secretary-Treasurer  serves  five 

years) 

MONTH  ELECTED: April  1999 

NUMBER  OF  MEMBERS: 189 

ANNUAL  MEETING: April,  2000,  Pine  Needles  Lodge  &  Golf 

Club,  Southern  Pines,  NC 


NORTH  CAROLINA  THORACIC  SOCIETY 

PRESDENT Peter  S.  Kussm,  MD,  DUMC,  Box31 166, 

Durham,  NC  277 10  919-684-3202 

PRESIDENT-ELECT: William  Charles  Shernll,  MD,  Carolina 

Respiratory  Specialists,  101  WT  Harris 
Blvd.,  Charlotte,  NC  28207      704-547- 
7466 

SECRETARY-TREASURER: Ralph  Whatley,  MD,  Brody  School  of 

Medicine,  3E-1 1 1  Brody  Greenville,  NC 
27858  252-816-4653 

EXECUTIVE  DIRECTOR: Stephen  F.  WiUcox,  ALA  of  NC,  1323A 

Capital  Blvd.,  Ste.  102,  Raleigh,  NC 
27603   919-832-8326 

OFFICERS  TERM: 1  year   Officers  change  11/99 

MONTH  ELECTED: April  1998 

NUMBER  OF  MEMBERS: 224 

ANNUAL  MEETING: TBA 

NATIONAL  HEADQUARTERS: ..  Amerian  Thoracic  Society,  c/o  American 

Lung  Association,  1740  Broadway,  New 
York,  NY  10019-4374 


NORTH  CAROLINA  UROLOGICAL  ASSOCL\TION 
PRESIDENT Thomas  C.  Leitner,  MD,  128  Ellen 

Street,  Monroe,  NC  281 12   704-289- 

4361 
PRESIDENT-ELECT David  M.  Kraebber,  MD,  512  6'^ 

Avenue,  West,  Hendersonville,  NC 

28739  828-692-6262 
SECRETARY; Barry  H.  Bodie,  MD,  512  6'*' Avenue, 

West,  Hendersonville,  NC  28739   828- 

592-6262 
TREASURER: Timothy  Gajewski,  MD,  101  W.T 

Harris  Boulevard,  Suite  5202,  Charlotte, 

NC  28262  704-547-1495 
EXECUTIVE  DIRECTOR: W  Alan  Skipper,  PO  Box  27167, 

Raleigh,  NC  27611   919-833-3836 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: January  2000 

NUMBER  OF  MEMBERS: 270 

ANNUAL  MEETING: January  27,  2001  Triad  Area 

NATIONAL  HEADQUARTERS: ..  American  Urological  Association,  Inc., 

1 120  North  Charles  Street,  Baltimore, 

MD  21201   410-727-1100 
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NORTH  CAROLINA  NURSES  ASSOCIATION 
PRESIDENT Gwen  Waddell-Schultz,  MSN,  RN,  OCN, 

1 1 7  Thettord  Ct.,  Chapel  Hill,  NC  275 16 

919-286-0411,  ext.  6141 
PRESIDENT-ELECT: Martha  Barham,  MSN,  RN,  CAN,  707 

Bridlewood  Dr.,  Trinity,  NC  27370 

336-878-6000 
VICE-PRESIDENT Karen  Willis,  BSN,  RN,  2151  Jefferson 

Avenue,  Gastonia,  NC  28056  704-834- 

2929 
SECRETARY: Mary  Holtschneider,  MPA,  BSN,  RN,  7 

Akal  Court,  Durham,  NC  27713   919- 

684-3979 
TREASURER: Bette  Ferree,  MSN,  RN,  3708 

Northshore  Dr.,  High  Point,  NC  27265 

336-869-6781 
EXEC.  DIRECTOR: Sindy  Barker,  PC  Box  12025,  Raleigh, 

NC  27605-2025  919-821-4250 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: October  1999 

NUMBER  OF  MEMBERS: 3413 

ANNUAL  MEETING: October  11-13, 2000Adams  Mark 

Hotel,  Winston-Salem 
NATIONAL  HEADQUARTERS: ..  American  Nurses  Assoc,  600  Mar\'land 

Ave.,  SW  Ste.  lOOW,  Washington,  DC 

20024-2571  202-554-4444 


OLD  NORTH  STATE  MEDICAL  SOCIETY 
PRESIDENT Arnett  Coleman,  MD,  407  Crutchfield 

Street,  Durham,  NC  27704  919-470- 

6570;  fax  919-470-6574 

PRESIDENT-ELECT 

TREASURER: Jesse  F  Williams,  MD,  2402  Roilinghill 

Road,  Fayetteville,  NC  28304 
EXECUTIVE  DIRECTOR: Lola  P  George,  101  Robeson  St.,  Ste. 

200,  Fayetteville,  NC  28301   910-323- 

4081 

OFFICERS' TERM: Two  vears  (1997-1999) 

MONTHA^R  ELECTED: June  1997 

NUMBER  OF  MEMBERS: 300 

NEXT  ANNUAL  MEETING: July  1-4,  Wyndam  Myrtle  Beach  Resort, 

Myrde  Beach,  SC 
NATIONAL  HEADQUARTERS:  ..National  Medical  Association,  1012 

Tenth  Street,  NW,  Washington,  DC 

20001  202-347-1895 


NORTH  CAROLINA  ACADEMY  OF  PHYSICL\N  ASSISTANTS 
PRESIDENT Wilben  Dillard,  PA-C,  3732  Crestbrook 

Lane,  Pfafftown,NC  27040  336-725- 

0514 
PRESIDENT-ELECT Wade  Marion,  853  Cross  Creek  Dr,  Mt. 

Airy,NC  27030  336-719-6100 
VICE  PRESIDENT W  Ashely  Marion,  500  Chatham 

Medical  Park,  Elkin,  NC  2862 1    336- 

835-2134 
SECRETARY Sue  Reich-Atkms,  PA-C,  4020  Ivy  Bluff 

Trail,  Winston-Salem,  NC   336-716- 

9024 
TREASURER: Paul  Hendrix,  MHS,  PAC,  708  Duluth 

St.,  Durham,  NC  27705   800-922-0312 

(NC) 

OFFICERS  TERM: 1  vear  (Januarv-December) 

MONTH  ELECTED: October  1999 

NUMBER  OF  MEMBERS: 900+ 

ANNUAL  MEETING: Februar)'  27-March  3,  2000 

August.  2000 

NATIONAL  HEADQUARTERS: ..  American  Academy  of  Physician 

Assistants,  950  N.  Washington  Street, 

Alexandria,  VA  223 14- 1534 

703-836-2272 


NORTH  CAROLINA  HEALTH  CARE  FACILITIES  ASSOCL\TION 
CHAIRMAN: Gerald  R  Cox,  PO  Box  7728,  Rocky 

Mount,  NC  27804  919-414-6265 
VICE:CHAIR: Travis  Tomhnson,  513  Whitaker  Mill 

Road,  Raleigh,  NC  27608  919-828- 

2348 
SECRETARY-TREASURER: Su  Modlin,  PO  Box  763,  Jamestown,  NC 

27282  252-523-9094 
PRESIDENT J.  Craig  Souza,  5109  Bur  Oak  Circle, 

Raleigh,  NC  276 12  919-782-3827 

OFFICERS  TERM: 2  years 

MONTH  ELECTED: March,  2000 

NUMBER  OF  MEMBERS: 386 

ANNUAL  MEETING; February  6-9, 2000,  Winston-Salem 

NATIONAL  HEADQUARTERS: ..  American  Health  Care  Association,  1201 

L  Street,  NW,  Washington,  DC  20005 

202-842-4444 
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NORTH  CAROLINA  AFFILLIATE  ORGANIZATIONS 


NORTH  CAROLINA  MEDICAL  GROUP  MANAGERS 

PRESIDENT: Ruth  A.  Stewart,  RN,  CMPE.  Durham 

Physicians,  PA,  PO  Box  67,  Semora,  NC 
27343919-471-7655;  fax919-477-9005; 
fax  919-477-9005 

PRESIDENT-ELECT William  D.  Zaiabak,  Jr,  FACMPE, 

Administrator,  Mountain  Medical 
Assocs.,  LLP  600  Hospital  Dr,  Clyde, 
NC  28721   828-452-0331;  fax  828-458- 
6100 

SECRETARY: June  L.  Sides,  CMPE,  MSPH,  Director 

of  Operations,  HealthServe  Medical 
Center,  1002  S.  Eugene  Street, 
Greensboro,  NC  27406-1241   336-271- 
5999x320;  fax  336-271-5990 

TREASURER: C.  William  McRae,  CMPE,  Administra- 
tor, Tri-County  Orthopaedic  &  Sports 
Medicine,  PA,  800  Chatham  Medical 
Park,  Elkin,NC  28621-2400  336-526- 
2324;  fax  336-526-8626 

EXECUTIVE  SECRETARY: Theresa  Salmen,  CMP  NC  Medical 

Group  Managers,  4425  Randolph  Rd., 
Ste,  304,  Chadotte,NC  28211   704- 
365-0565;  fax  704-365-3678 

OFFICERS  TERM: 1  year 

MONTH  ELECTED: November  1998 

NUMBER  OF  MEMBERS: 400 

ANNUAL  MEETING: Spring:  May  26-28, 1999,  Atlantic 

Beach,  NC 

Fall:  September  1999 

NATIONAL  HEADQUARTERS:  ..MGMA,  104  Inverness  Terrace  East, 

Denver,  CO  801 12-5306  303-799-1111 


NORTH  CAROLINA  HOSPITAL  ASSOCIATION 

PRESIDENT William  A.  Pully  NC  Hospital 

Association,  PO  Box  4449,  Gary,  NC 
27519-4449  919-677-2400 

CHAIRMAN: J.L  Welsh,  jr..  President,  Southeastern 

Regional  Medical  Center,  PO  Box  1408, 
Lumberton,NC  910-671-5089 

CHAIRMAN-ELECT: Michael  C.  Tar\vater,  Executive  Vice 

President,  Carolina  HealthCare  System, 
PO  Box  32861,  Charlotte,  NC  28232 
704-355-3216 

SECRETARY: Dennis  J.  Phillips,  President,  Frye 

Regional  Medical  Center,  420  N.  Center 
St.,  Hickory,  NC  28601 
828-324-3105 

TREASURER: Barbara  R.  Gale,  Administrator,  Chowan 

Hospital,  PO  Box  629.  Edenton,  NC 
27932  252-482-6268 

OFFICERS  TERM: lyear;  take  office  in  January 

MONTH  ELECTED: November  1999 

NUMBER  OF  MEMBERS: 142 

ANNUAL  MEETING  DATE: July  19-21, 2000 

NATIONAL  HEADQUARTERS: ..  American  Hospital  Association,  One 

North  Franklin,  Chicago,  IL  60606 
312-422-3000 


NORTH  CAROLINA  SOCIETY  OFMEDICALASSISTWTS 
PRESDENT: RebecaWalker,CMA,POBox34, 

Coinjock,NC  27923-0034  800-541- 

4270 
PRESIDENT-ELECT Marge  Ottofy,  CMA,  37  Brown  Street, 

Weaverville,  NC  28787  828-254-5934 
1"VICE  PRESIDENT Ruth  Durham,  CMA,  200  Delray 

Avenue,  High  Point,  NC  27265 '  336- 

841-6262 
2»^  VICE  PRESIDENT R.  Glenn  Grady,  Med,  BSMT  CMA,  PO 

Box  1063,  Louisburg,NC  28749  919- 

496-1567 
SECRETARY Elaine  Norman,  CMA,  2662  Roby 

Martin  Rd.,  Lenoir,  NC  28645   828- 

758-5501 
TREASURER: Jennifer  McLean,  CMA,  PO  Box  1 192, 

Candler,  NC  28715  828-681-8206 

OFFICERS'  TERM: 1  year 

MONTHATAR  ELECTED: April  1999 

NUMBER  OF  MEMBERS: 1,602 

ANNUAL  MEETING: April  22-25, 2000,  Greenville,  NC 

NATIONAL  HEADQUARTERS: ..  American  Association  of  Medical 

Assistants,  20  N.  Wacker  Drive,  Suite 

1575,  Chicago,  IL  60606  312-899- 

1500;  800-228-2262 


NORTH  CAROLINA  COUNCIL  OF  PHYSICIAN  EXECUTFVES 

PRESIDENT Greg  Taylor,  MD,  Cape  Fear  Valley 

Medical  Center,  PO  Box  2000, 
Fayetteville,  NC  28302-2000  910-609- 
4000 

VICE  PRESIDENT 

SECRETARY-TREASURER: 

MONTH  ELECTED: 

NUMBER  OF  MEMBERS: 65 
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ENDORSED  PROGRAMS  OF  THE 
NORTH  CAROLINA  MEDICAL  SOCIETY 


Auto  Leasing  &  Purchase  Plan , 
Auto  Leasing  &  Rental 


PHYSICL\NS  LEASING  COMPANY/800-888-8961 

'.ALAMO  RENT-A-CAR  (code:  B213-386)/800-327-9633 

HERTZ  RENT-A-CAR  (code:  CDP  #006546)/800-654-2210 


Debt  Collection  Service. 


L  C.  SYSTEM/800-279-6620 


Credit  Card  Program 

Fax  &  Copier  Machines/Equipment .... 
Financial  Management  &  Investments . 
Long  Distance  Phone  &  Calling  Card.. 
Hotel/Dining  Savings 


MBNA  AMERICA/800-457-3714 


DANKA/800-653-2652 


,  MERCER  GLOBAL  ADVISORS  (MGA)/800-335-8808 


..MERRITEL  (code  Bll-0110)/800-949-7262 


...  QUEST  (code  1931-43)/800-782-9450 


Insurance 

(Group  Health,  Professional  Liability, 
Commercial,  Retirement,  Financial  Planning) 


THE  MEDICAL  MUTUAL  GROUP/800-662-7917 


Magazine  Discounts 


NCMS  MAGAZINE  PROGRAM/800-289-6247 

OUR  STATE  MAGAZINE/800-948-1409 


Coding/Billing  Publications 


CONOMIKES  REPORTS,  INC./800-421-6512     { 

UNITED  COMMUNICATION  GROUP/888-287-2223     . 


Revenue  Enhancement  Analysis 


BROWN,  McLEOD  &  JOHNSEN,  CPAs,  PA/919-782-1040 


Tax  Audit  Defense . 


TAX  RESOURCES,  INC/800-922-8348 


Travel  Tours/Packages 


VANTAGE  DELUXE  TRAVEL/800-634-2180 


Website  Services 


.  HEALTHDIRECTORYCOM/888-543-3424 


To  apply  for  membersliip  in  the  North  CaroUna  Medical  Society  (NCMS)  or  for  more  information  on  the  products  and 
services  listed  aljove,  contact  Shawn  Scott,  NCMS  Director  of  Membership  Services  &  Marketing,  phone  919-833-3836,  or 
visit  NCMS  Online  at  www.ncmedsoc.  org. 

s  Supplement  to  the  North  Carolina  Medical  JoumaL 


